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FOREWORD

This study began with a concept, which appeared valid
then and remains so. The difficulties in execution are ap-
preciated now.

Health problems of adults increase with age. The public
health importance of these has become more apparent as a
larger proportion of the population lives to older ages and as
increasing numbers of the aging congregate in retirement
communities. For decades the climate and environment of
St. Petersburg and other cities in Pinellas County, Florida,
has attracted retirees. Currently one fourth of the residents
of this county are 65 years of age or over. The well-supported
County Health Department for many years has had special
programs designed to meet the distinctive needs of mothers,
infants, and children but there were no comparable activities
directed specifically toward health problems of the aging.
Nor was there documented evidence as to the nature and
extent of the medical and health needs of the older compo-
nent of the adult population. These required definitions to
guide in the design or selection of new programs. Such were
the considerations which stimulated the evolution of a re-
search proposal, the approval of which made possible the
studies reported here.

The defining of needs was the first step in this systematic
approach. For program planning, a general survey to deter-
mine the relative magnitude of major health problems of the
aged was considered. There was deliberate decision that any
study must satisfy exacting scientific criteria. A probability
sample was drawn representative of all individuals resident
in the county, 65 years of age and over, and not living in in-
stitutions. An original schedule of questions was evolved,
pretested, and modified. The purpose was to measure the
health problems and needs as known to, or conceived by, the
respondents. Resources did not permit a parallel evaluation
by medical examination. A major portion of this monograph
reports the observations of this study.

Multiple health problems of the aging which could be im-
proved by a public health approach were found. Organiza-
tion to meet these needs involved a community approach,
rather than giving attention to single individuals as in medi-
cal practice. Support by governmental funds was contem-
plated. Problems were encountered, not in designing or



selecting appropriate public health programs, but in their
effective application. The time was not propitious; federally
supported health programs were suspect. Public health has
to be opportunistic in its advances, and the time was not ripe
for promoting public health programs for the aging. Thus,
what could be done in establishing and evaluating new pro-
grams was much more modest than had been anticipated.

Collateral observations in this study were of high interest.
The effect of a research unit within an operating local health
department was observed and reported with candor. There
were problems in the relationship of research to daily public
health operations. How could it gain acceptance within a
service activity while maintaining freedom from "routine"
responsibilities which would obstruct the progress of the
study?

This monograph is the product of a team activity. Com-
mendation goes to each member, particularly to the co-
authors and assisting authors. There are no final answers.
Rather it is the beginning of studies which will increasingly
occupy the attention of public health workers in the decades
ahead.

Albert V. Hardy, M.D.

December, 1965
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CHAPTER I

The Problem and the Objectives

Practitioners in the fields of medicine and public health as
well as the public have become acutely aware in recent years
of the increasing importance of problems associated with
the chronic illnesses and the health of the aged. This aware-
ness has been reflected in many ways. Medical, biological,
psychological, and social research aimed at increased under-
standing of the etiology, prevention, detection, and control
of such conditions as heart diseases, stroke, respiratory dis-
eases, cancer, arthritis and rheumatism, and mental illness
continues to interest scientists in expanding numbers. Funds
to support these investigations have been made available in
increasing amounts by the federal government and private
foundations. The voluntary health associations and the U. S.
Public Health Service have redoubled their efforts to effec-
tively transfer the knowledge derived from research into pro-
grams of services to the people.

Hand in hand with awareness of the degree to which long-
term illnesses now account for morbidity and mortality has
come a recognition of the growing numbers and proportions
of the population who are in late middle age and old age.
Chronic illness may have its onset in the earlier ages, but the
heaviest toll in sickness and disability _ornes in the later
years. National Health Survey data indicate that 77 percent
of the noninstitutional population 65 years of age or older
have one or more chronic conditions.

The prevalence of such conditions in conjunction with
a relatively high degree of control over the communicable
and infectious diseases has led to the reconsideration of the
role of public health with respect to chronic illness. Now it is
generally recognized that community health agencies must
assume responsibility for encouraging and coordinating ef-
forts to prevent long-term illness, to facilitate early detection,
and to offer procedures for avoidance of secondary disability
in those already afflicted. Acceptance of this role leads to the
question, What are the most effective means of accomplish-
ing these tasks? The increasing interest in the answers to
this and related questions by leaders in public health and
the growing concern of the general public with problems of
health in old age underscore the significance of the topic con-
sidered in this volume.
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Organization of the Report
This report presents information regarding the methods

and results of a research and program-development project
dealing with the health of the elderly, with particular atten-
tion to chronic illness. The general purposes are to delineate
the needs of the aged within the population of a retirement
area; to plan and initiate programs of service to satisfy the
important needs met best through community endeavors;
and to measure the degree of effectiveness of the new or
modified programs in reaching their goals.

This introductory chapter is concerned with identifying
the problem and objectives of the study. Chapter 2 describes
the area in which the study was conducted, its people, and
its health resources. Chapters 3 through 7 describe the
methods and results of a field investigation of certain health
and behavioral characteristics of the population of the
county aged 65 and over. Chapter 8 reports supplementary
studies of indicated community health services that required
more precise knowledge for planning and initiation. Chapter
9 relates in some detail the steps taken to bring research
findings to the community and to apply them to program
development. Chapter 10 discusses the benefits and prob-
lems of research in the local health department in the light
of our experience. Finally, Chapter 11 summarizes the prin-
cipal findings and offers as a result of the project some
notable implications concerning community health of the
aged.

The Study
The health-of-the-aged project, originally known officially

as A Comprehensive Public Health Program for the Aged*,
was begun in September, 1958. The decision to undertake
in the Pinellas County Health Department a long-term proj-
ect including studies as well as program development and
evaluation resulted from several factozs. One of these, the
relationship of chronic diseases to disability and mortality,
has been mentioned. Officials in the Florida State Board of
Health and the local health department were impressed with
the desirability of an evaluation of the proper role of com-
munity health services in the prevention, detection, and
control of chronic diseases. It was recognized that public
health programs, except those involving general sanitation
and communicable disease, have traditionally been directed

Supported in part by Project Grant CH00056-06, U.S. Public Health Service, Bureau
of State Services.

2



toward maternal and child health and that to a considerable
extent such programs continue to account for much of the
total effort. Thus it seemed appropriate to reconsider the
allocation of public health resources in a specific community
in the light of the changed relative importance of the chronic
and disabling conditions as against the acute, infectious, and
communicable diseases. It was believed that this reassess-
ment would have implications significant for other commu-
nities in the state and nation.

For such an endeavor, Pinellas County provided at least
two essential elements. It was noted for a remarkable con-
centration of persons in the later years; and St. Petersburg,
its principal city, containing nearly half the population of the
county, outranked in 1960 all other cities of 100,000 or more
in the United States in the proportion of residents past 65
years of age. Moreover, it had a record of good cooperation
by community leaders and citizens in earlier social and
health-related studies.

Another factor in the decision to conduct these studies
was the leadership provided by the Florida State Board of
Health. Earlier the position of coordinator of research and
training had been established. Technical assistance and
financial support were available to the county health depart-
ment during the period of preliminary discussions and con-
sultation and in preparation of the application for a grant.
Through the coordinator (subsequently director of the Bu-
reau of Research ) the State Board of Health has continued
its supportive relationship to the project.

The State Board of Health was interested also in establish-
ing the principle of research as an arm ox administration in
the county health departments, and in practice it was most
feasible to begin this process in the larger departments. The
director of the Pinellas County Health Department responded
enthusiastically to the opportunity to develop administrative
research at the local level through the health study of older
people.

The specific objectives of the project as originally con-
ceivt..1 were:

1. To define and evaluate the health status and health
needs of a concentrated, largely transplanted, and
mainly retired older population.

2. To determine the extent and adequacy of existing
health-care resources and their acceptability to and
use by the aged.

3. On the basis of such knowledge of health needs and
community health-care resources, to plan and initi-
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ate specific activities designed to satisfy better those
demonstrated health needs of the aged not being
adequately met by current community health and
related programs.

4. To evaluate the effectiveness of selected community
health programs.

5. To study the social characteristics, social relation-
ships, and social correlates of health and illness in
the elderly population of a retirement area.

6. To establish, as a part of the regular program of a
local health department, a field center for the con-
tinuing study of the health and related needs of the
aged and for the development and evaluation of
programs to satisfy demonstrated needs.

The attainment of these objectives has been sought
through several activities with varying degrees of success.
Consideration of these as successive steps or stages in the
research design is logical, although in practice several of
them were conducted concurrently.

Stage 1. Field studies intended to yield the required infor-
mation as to the health and social situations of the aged as
well as medical, hospital, and related resources available to
the people of the county.

Stage 2. Analysis and interpretation of these data in terms
of contributions to ( a) knowledge of the social and health
problems of the aged and ( b) planning of needed programs
of services.

Stage 3. Construction of detailed plans for community
health programs ( not necessarily limited to the field of public
health ) to deal with high-priority problems revealed by the
study data.

Stage 4. Development of appropriate community organi-
zation to insure understaviling of and support for the pro-
posed community health programs.

Stage 5. Initiation of the programs of services.
Stage 6. Evaluation by objective, quant.tative means of

the degree to which the service programs attained the goals
set forth in each instance.

Stage 7. Establishment on a continuing basis of the field-
study center.

Stage 8. Preparation of reports of findings and results.
The principal field study was the population survey of

2,544 elderly residents. In addition, a household survey of
two special population groups was conducted to obtain meas-
ures of need for homemaker and other home-help and home-
health services; and a representative sample of residents of
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nursing homes and homes for the aged was surveyed to
determine the type and amount of medical care received by
residents and the extent of compliance by the institutions
with state regulations for record-keeping. A resume of an-
other survey, an inventory of medical and paramedical
personnel, health-care facilities, and health programs is pre-
sented in Chapter 2.

The research group planned three programs of services to
deal with important health problems disclosed by its studies.
The first, glaucoma detection, was inaugurated on a trial
basis in 1962 with a glaucoma-screening week during which
about 2,000 persons over 40 years of age were tested for
increased intraocular pressure with the cooperation of oph-
thalinologists and voluntary health organizations. The
household survey-had revealed that about 2.0 percent of the
elderly residents of the county had been informed by a phy-
sician that they had glaucoma: and 6.1 percent of those
ev mined during the screening week were found to have an
intraocular tension that placed them in the suspect range.
The goal was the establishment of a regularly scheduled
- screening clinic.

A second program proposed a hospital-based team, con-
sisting of a physician, a medical social worker, and a public
health nurse, to assist attending physicians in arranging for
the posthospital care of discharged elderly patients. The
team would aid in placement of patients through confer-
ences, social investigation of homes, and use of referral
forms. It would also endeavor to coordinate placement in
and use of nursing homes and homes for the aged, special-
ized medical facilities, foster homes, boarding homes, home
nursing and other home-health services, and homemaker
service. Another important function would be to improve
cooperation and communication among hospitals and hos-
pital staffs, nursing homes, private physicians, the county
health department, and other health-care agencies.

A third plan, an educational program to improve p tient
care in nursing homes, was suggested by the discovery in the
survey of nursing homes, as in the inspections related to
licensure, that there were deficiencies in the amount and
quality of care. The proposed program would attempt to
correct these shortcomings by means of instruction relating
to record-keeping, chronic diseases, geriatrics, nutrition, and
nursing procedures. Separate courses of instruction both
formal and informal, and conducted in the institutions and
elsewhere would be directed toward the needs of personnel
at the several levels, that is, administrators, registered
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nurses, licensed practical nurses, aides and orderlies, and
kitchen staffs. One phase of this program was begun in
1963 with the inauguration by the Adult Education Division
of the county school system of a training course for nurses'
aides. A modified version of the plan carried on by the Divi-
sion of Adult Health and Chronic Illness is described in
Chapter 9.

It was necessary to give attention to community organiza-
tion. The possibility that new programs might encroach on
areas already served in some degree by other community
agencies and the necessity for cooperative arrangements
with these agencies required that public knowledge and ac-
cet;tance of the project as it proceeded be insured. Moreover,
research and program development efforts in public health
are of special concern and interest to the medical profession.
For these reasons the investigators sought the advice and
support of community leaders through the formation of a
Community Advisory Committee. This group, established
in 1959 and having representatives of all major interests in
the county ( for example, medicine, education, hospitals,
business, law, welfare, employment services, and commu-
nity planning), provided influential leadership. Although
the Community Advisory Committee held monthly meetings
during a four-year period, most of its work was accomplished
by subcommittees assigned responsibility for delimited pro-
gram areas.

The need for a critical evaluation of public health pro-
grams for the aging was recognized. However, it became
apparent that practicability and acceptability were as im-
portant as the more sophisticated statistical measures of
relative effectiveness.

Study of the social characteristics, social relationships,
and social correlates of health and illness in the elderly popu-
lation was accomplished mainly through analysis and inter-
pretation of data from the household survey.

The final objective was directed toward providing for con-
tinuing study of the health and related needs of the aged and
for program development. This involved an extension of
efforts in community planning for both research and service.

6



CHAPTER 2

Pinellas County and Its Health Resources
Pinellas County, with a land area of 264 square miles, is

the second smallest in the state and is located on the western
margin of the peninsular part of Florida (Figure 2.1). It is
bounded on the west and south by the Gulf of Mexico, on the
east by Tampa Bay, Old Tampa Bay, and Hillsborough
County and on the north by Pasco County. The climate is
essentially subtropical. The average high and low tempera-
tures during the coldest month, January, are 71.5 degrees
and 55.2 degrees, Fahrenheit, and during the warmest
month, August, 90.4 degrees and 75.6 degrees. Tempera-
tures below the freezing mark are seldom experienced.

At the time of the 1960 census, there were 374,665 inhabi-
tants and the population density was 1,419.2 persons per
square mile. During the prior ten years, the population in-
creased 135 percent, as compared with 79 percent for the
state. The county was the fourth most populous in Florida
and included 7.6 percent of the state's people.

The population is predominately urban. In 1960 less than
a tenth of the people resided in rural districts and nearly half
lived within the boundaries of St. Petersburg. More than
seven tenths of the residents made their homes inside the
city limits of the following municipalities:

Municipality 1960 population
St. Petersburg 181,298
Clearwater 34,653
Pinellas Park 10,848
Gulfport 9,730
Dunedin 8,444
Tarpon Springs 6,768
St. Petersburg Beach 6,268
Largo 5,302
Madeira Beach 3,943
Treasure Island 3,506

With respect to the age structure of its residents, Pinellas
County differs strikingly from the state and the nation be-
cause so many people are in the higher ages. One fourth
(24.9 percent) of the population was aged 65 and over in
1960, compared with 11.2 percent for Florida and 9.2 per-
cent for the United States. People in the younger age groups

Source: U. S. Bureau of the Census, U. S. Census of Population: 1960, General
Characteristics, Florida, Final Report PC(1)11B, Washington: Government Printing
Office, 1961, Table 13.
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Figure 2.1. Outline map of Florida showing locations of Pinellas
County and principal cities.
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are correspondingly underrepresented, as can be observed in
Figure 2.2. Compared with the United States, the county
had only 68.9 percent of its pro-rata share of persons under
age 18 and only 91.8 percent of its share of those aged 18
through 64. These differentials in age composition comprise
one of the most significant demographic facts about the area
studied.

Figure 2.2. Proportions of population in broad age classes, Pinellas
County, Florida and the United States, 1960.*

United States

55.0% ,9.2%

Florida

54.9% 11.2%

Pinellas County

Ng& 50.5%

Under 18 years 18-64 years' 65 years and
Over

Sourct U. S. Bureau of the Census, U. S. Census of Population: 1960, General
Population Characteristics, U. S. Summary, Final Report PG(1)-1B, Washington:
Government Printing Office, 1961, Table 55, page 163.

Nonwhite persons constitute a much smaller element in
the population of the county than of the urban population of
Florida. The 1960 census reported that nonwhites made up
8.9 percent of the county's population, while the figure for
the urban areas of the state was 18.5.

Despite an unusual concentration of the elderly, the
county had only 5,268 persons residing in group quarters* in
1960. These comprised only 1.4 percent of the total popula-
tion, and by comparison, urban Florida had 2.3 percent and

Group quarters is defined by the U. S. Census as follows: "All persons who are not
members of households are regarded . . as living in group quarters. Group quarters
are living arrangements for institutional inmates, or for groups containing five or more
persons unrelated to the person in charge whose quarters are not divided into housing
units. They are found must frequently in institutions, lodging and boarding houses,
military or other types of barracks, college dormitories, fraternity and sorority houses,
hospitals, homes for nurses, convents, monasteries, residences for clergy, ships and
vessels . . ."
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the nation as a whole 2,8 percent in such liVing arrange-
ments.

The extremely rapid rate of population growth takes on
greater significance in terms of the origins of the migrants.
Must of than come to the county from other states. The
census showed that only a little more than half ( 54.3 per-
cent 1 of those who were aged 5 and over in 1960 had lived
in Pinellas County in 1955, five years earlier. Those residents
who had moved from a different state since 1955 totaled
131.174, or 37.8 percent, of the enumerated population over
five years of age; and more than four fifths of those who had
moved into the county came from other states. The area is
thus the target of large-scale long-distance migration creat-
ing a dynamic situation with serious problems associated
with increasing the physical and social provisions to satisfy
the expanding population.

Personal income of residents of the county is considerably
lower than that received by the residents of Florida urban
areas and of United States urban areas. The median annual
income for families and unrelated individuals in 1960 of
$3.503 was equal to 88.4 percent of the comparable figure
for the urban districts of Florida and 67.4 percent of that for
the urban parts of the nation. It seems likely that this un-
favorable income position reflects the effect of the relatively
large numbers of elderly persons receiving limited fixed
retirement payments. *

Corroborating this impression is the fact that personal
income of those in the county is composed to a much smaller
extent of wages and to a much greater extent by property
income and transfer payments than is true for the state as a
whole. Wages and salaries in 1960 accounted for 47.0 per-
cent of personal income for the county compared with 58.6
percent for the state; property income, 25.2 percent for the
county, 16.8 percent for the state; and transfer payments,
13.2 percent for the county, 8.5 percent for the state'.

Pinellas County is set off sharply from most of Florida by
its political complexion. In a state that traditionally has
been predominantly Democratic in state and local elections,
the county in recent years has been an island of Republi-
canism. According to the official figures, as of April 3, 1960,
45.3 percent of the voters in the county were registered as
Republicans, compared with 15.1 percent of those in the

Di tailed information regarding the income position of the aged in the county is
presented in Chapter 4.
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state as a whole.* In the presidential election held in
November, 1960, county voters cast 63.7 percent of their
ballots for the Republican candidates, Nixon and Lodge,
while Florida voters who favored those candidates cast 51.1
percent of their ballots for them. Political scientists attrib-
ute this deviation to the presence in the county of a majority
of conservative, middle-class, older voters who have migrated
from the Northeastern and Mid-western states.

It is not surprising that the population centers exhibit
many readily observable adjustments or accommodations to
the needs or presumed needs of its disproportionate number
of elderly residents. Among the most obvious and best known
of these in St. Petersburg aro ramps instead of curbs on
streets at downtown intersections and omnipresent benches
bordering streets in the business sections. But other accom-
modations, though not so clearly visible, are probably more
important. The city, for example, operates an extensive and
varied recreational program directed mainly toward persons
in the later years. The construction industry, which is more
than twice as important as a source of employment in the
county than in the urban parts of the nation, specializes in
"retirement villages" and "retirement homes" as well as co-
operative apartment buildings advertising in large part to
retired persons. Retail trade likewise reflects the impact of
the elderly. Harlan's description of St. Petersburg of a decade
ago applies equally today :

There are about two hundred eating places of all
types in the city. Many of these depend primarily
upon winter visitors, but certain large and popular
restaurants and cafeterias are patronized heavily
by older people the year around. Some have come
to be known as "old folks" restaurants, and a person
of less than middle age is rarely seen in them, The
prices are generally low in comparison with those
in cities in other parts of the country.

. .. The manager of one supermarket speaks of a
certain day each month as "Social Security day"
due to the unusually large number of older persons
among the customers when the monthly benefit
payments are received. The city supports many
food specialty stores, particularly those dealing in
so-called "health foods" and foods for special diets.

Companies dealing in optical goods, hearing
aids, orthopedic devices, and surgical supplies are
very numerous for a community of this size.

As of October 6, 1962, Republicans constituted 17.6 percent of registered voters in
the state and 46.3 percent in the county. See Florida, Biennial Report of the Secretary
of State of Florida, January 1, 1961 December 31, 1962, pp. 298-299.
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Pharmaceutical businesses flourish; one firm
boasts the largest and most complete" stock of
drugs in the nation,

Unique businesses in the community are those
which purchase old jewelry and diamonds from
financially embarrassed widows".

Many other examples could be given, however, those men-
tioned arc sufficient to illustrate the marked degree to which
the communities in the county have been affected by the
peculiar nature of the age structure.

Pinellas County has a relatively broad spectrum of re-
sources for caring for the health of its people. At the same
time, the situation with respect to medical and paramedical
personnel, health-care and related facilities, and organized
programs for meeting particular kinds of needs reveals a
number of serious shortcomings, especially insofar as
chronic disease is concerned. In order to provide a basis for
discussing the strengths and deficits and for understanding
the relative position of the county in the development of
services, some general information about these resources is
presented; but no effort is made to provide comprehensive
data such as that brought together in the inventory of health-
care resources conducted as part of this project.

Assessment of the adequacy of the supply of personnel and
facilities for maintenance of health and care of the ill is diffi-
cult because the national rates are not properly comparable
with the county rates. That is, it may be assumed safely on
the basis of published data that a population with a fourth
of its members past age 65 requires a larger volume of medi-
cal and paramedical services than an "average" urbanized
area in the nation with 8.8 percent of its population in that
age class.

According to the data from the U. S. Public Health Service,
in 1962 non-federal physicians ( M.D.) in private, hospital,
and other practice in Pinellas CoUnty amounted to 100 per
100,000 population. The comparable rate for the nation in
the same year was 122. According to the official figures,
227 ( 36.0% ) of the 631 non-federal M.D.'s in the county in
1962 were retired or not in practice; 367 (58.1% ) were in
private practice; and .37 (5.9% ) were in hospital or other
practice. Nationally, the proportion of non-federal phy-
sicians not in practice in that year was 5.2 percent'.

As of 1960 the Pinellas County Medical Society reported
that of its 303 active members, 87, or about 29 percent, were
in general practice. The remaining doctors engaged in a
wide variety of specialty practices. The largest number (63)
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were internists, many of whom in effect were practicing
general medicine, followed by those practicing general sur-
gery, ophthalmo-otorhinolaryngology, gynecology and obstet-
rics, urology, orthopedic surgery, and pediatrics. Specialties
with fewer than ten physicians included pathology, radiology,
neuropsychiatry, anesthesiology, dermatology, cardiology,
gastroenterology, proctology, thoracic surgery, neurosurgery,
plastic surgery, and public health.

Information regarding other practitioners is presented in
Table 2.1. Apparently the supply of osteopaths and regis-
tered nurses was well above the national norms while that of
dentists fell short.

Hospitals operating in the county in 1960 numbered 12.
Eight of these were licensed by the Florida State Board of

Table 2.1. Numbers of Medical and Paramedical Personnel
and Rates per 100,000 Population, Pinellas County, and Cor-
responding Rates for the United States, 1960.'

Pinellas County United States
Rate per Rate per

Type of personnel Number- 100,000 persons 100,000 persons3
Osteopaths 62 17 81
Dentists 150 40 564
Chiropractors 50 13
Naturopaths 24 6
Registered nurses 1,156 309 2825
Licensed practict I nurses 443 118

Source of national data: U. S. Bureau of the Census, Statistical Abstract of the United
States: 1962, Washington. D. C.: Government Printing Office, 1962, table 83, page 74.
Excludes personnel nut in practice an not employed, in most instances. Osteopaths
and dentists arc those listed in current telephone directories. Naturopaths and chiro-
practors are those licensed by the Narcotics Division, Florida State Board of Health.
Registered nurses and licensed practical nurses are those registered with St. Petersburg
and Clearwr.-^r official doctors' and nurses' registries, with correction for duplications
with other local registry in the case of St. Petersburg.

Based on total population including Armed Forces abroad.
4Excludes 1960 graduates.
5 Active professional graduates.

Health as general hospitals,* and they included two osteo-
pathic institutions. The four specialized hospitals were com-
prised of a private institution for the mentally ill, a small
hospital for crippled children, a large Veterans Administra-
tion hcspital, and a small temporarily licensed hospital serv-
ing mainly as a nOrsing home. The general hospital had a
total of 1,231 beds, or a rate per 1,000 population of 3.3 beds.

" Defined as "any hospital giving general medical and surgical cake and having more
than 75 beds." Florida State Board of Health, Licensing Rules, Regulations and
Standards for Hospitals of Florida, August, 1948.
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Hie comparable rate' for the nation in that year was 3.6
heels.

Mound Park Hospital, operated by the City of St. Peters-
burg. is the largest of the general hospitals, with a bed
capacity of 575 in 19130. A progressive care plan was in
operation and a chronic- disease unit was opened for service
in 1%5. Elderly persons made up a highly significant ele-
ment of the hospital's patients. Of approximately 19,000
discharges during the year 1961-62, more than 6,700, or 35
percent. Were age 65 or over.

In interpreting the meaning of the bed rate of 3.3 per
1,000 population, it is essential to know that the population

of the area increases considerably during the winter months
yith short- and long-stay visitors from other states. The
influx of tourists has been estimated by the Chamber of
Commerce as over half a million persons. Whatever the
absolute numbers of visitors. it is true that all of the general
hospitals are overcrowded during the first months of each
year. a situation which often necessitates use of hallways
for additional beds, and acute shortages of nursing personnel
in hospitals are experienced. Community leaders in general
have been in agreement that the seasonal over-crowding of
Facilities as well as the rapid growth of population point to
the need for more hospital beds. Planning of expansion and
new construction. however. has been done independently by
the several interests with little coordination and without an
attempt to consider on an area-wide basis questions of geo-
graphic location, growth patterns, and phasing of additions
in a long-term program.

The 1960 survey of health-care resources in the county
revealed that there were 26 licensed nursing homes with a
total of 90'1 beds" but only four licensed homes for the aged
with a total of 77 beds. The largest facility was the Pinellas
County Home, licensed as a nursing home, with 150 beds.

The supply of nursing home beds in Pinellas County in
1960 amounted to 2.4 per 1,000 people, which may be com-
pared with the corresponding rate for Florida of 1.4. Since
most patients in nursing homes are elderly people, it is useful
also to relate the supply of nursing home facilities to these

The rate is based on the number of beds in "shorticrin, general and special"
hospitals as defiant by the American Hospital Association. Short -terns hospitals have
an average patient stay of (It days or less. All types of federal hospitals as well as
nonfederal psychiatric and tuberculosis hospitals are excluded from this computation.
U. S. of Population -. 1960, Geocral Population Characteristics, Florida, Final
Report Pr."1)-1111, Washington: Government Printing Office, 1961, Table 93, page 79.* e 1960 the supply of nursing homes and bed capacities in Pinellas County has
hers expanded dramatically. In December, 1962, licensed nursing homes numbered
17 and these institutions had a total of 1.525 beds. Hy December, 1964. there were
41 licensed homes and 2,660 beds, a ratio of 25.7 beds per 1,000 persons aged 65
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primary users. The county rate of 9.8 beds per 1.000 persons
aged 05 and over compares unfavorably with the state rate
of 12.8 in this case. The other Florida counties of large size
also had higher rates in relation to the aged segment: Dade,
19.9: Duval, 22.3; and Hillsborough, 18.3.

The state law makes the inspection and licensure of nurs-
ing homes and homes for the aged a responsibility of the
Florida State Board of Health. which depends in turn upon
the county health departments for inspection and recommen-
dations as to licensure. State health and welfare officials ac-
quainted with such institutions throughout the state appear
to believe that both physical facilities and quality of care in
licensed homes in the county are considerably above the
average. This favorable situation is due, in part at least, to
the relatively liberal policy of the County Welfare Depart-
ment in making vendor payments to nursing homes for care
of clients. On the other hand. the supply of beds in homes
for the aged was, in the opinion or county health and welfare
officials, inadequate to meet needs.

A notable gap in health-care resources existed in the lim-
ited extent of home-help and home-health services, The only
such service operated on a county-wide basis and available to
all persons was that of the two Visiting Nurse Associations.
These voluntary health organizations, one serving the north-
ern and the other the southern portion of the county, had
headquarters in the county health department buildings and
maintained close liaison with its nursing service. At the time
of the survey three 111.11'SCS served the upper and six the lower
part of the county. Although physical therapy in the home
was available through the VNA's, which have the assistance
of therapist consultants, this was but a minor aspect of the
service.*

The only other type of home-care program was a home-
maker service available through the Juvenile Welfare Board
only to families with young children. None of the general
hospitals had a home-care program, and other home-health
and home-help services also were lacking.

The impression given by the variety of clinical, rehabilita-
tive, social, and educational resources is somewhat mis-
leading. A majority of these services were available only to
sharply defined segments of the population, such as children,
the indigent, or members of organizations. Moreover, the
agencies and organizations in many instances did not pro-
vide direct clinical services but acted solely as referral and

A homemaker service initiated late in 1964 by the Visiting Nurse Association of
Greater St. Petersburg has expanded rapidly.
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educational resources. Also, it must be noted that the total
volume of service furnished. as measured by the number of
professional staff members and clients, typically was quite
limited. As frequently happens, those services started most
recently have tended to set modest goals and, therefore, have
had no more than a slight impact on the community.

The period of ten years ending in 1960 witnessed a rapid
increase in such services and facilities. At the end of the
period these included the outpatient clinics of the Mound
Park Hospital; a rehabilitation center providing a broad
range of services to children and adults; a speech clinic; a
community center for the blind, primarily a social and recre-
ational resource but providing limited instruction; a social
and activity center for persons suffering from arthritis and
rheumatism; two voluntary agencies providing gainful em-
ployment for the handicapped; an adult mental health clinic
with service limited to persons who could not afford private
psychiatric care, persons who were acutely mentally ill, and
those who could benefit from outpatient mental care. Other
voluntary organizations offering a variety of health, social,
recreational, and educational services were associations of
retired persons, chapters of national health organizations,
and the Community Welfare Council.

Official public health responsibility in the county rests
with a single agency, the Pinellas County Health Depart-
ment; there are no city health departments. The department,
operating through its headquarters in St. Petersburg and
health centers elsewhere in that city as well as in Clearwater
and Tarpon Springs, conducts programs in communicable
disease, maternal and child health, adult health and chronic
disease, health education, mental health, vital statistics, sani-
tation, civil defense, research, and mosquito control. A
program of bedside nursing was carried on through collab-
oration with the VNA's as mentioned earlier. In December,
1964, the operating staff of approximately 214 employees
included six full-time physician-health officers, a dentist, and
two sanitary engineers as well as nurses, health educators,
sanitarians, laboratory and x-ray technicians, and clerical
and stenographic personnel. State public health officials
regard the department as relatively well staffed and alert
to the community health needs of the area served.

Organized programs for provision of medical care and
hospitalization to residents of the county who cannot afford
to pay are conducted by the Florida State Board of Health
through the county health department and the Florida De-
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partent of Public Welfare and also by the Pinellas County
Welfare Department,

The state welfare agency administers the federally aidod
programs of Old Age Assistance, Aid to the Blind, Aid to
Dependent Children, and Aid to the Disabled; and Pinellas
County is a part of one of the administrative districts of the
department. Recipients of state public assistance may bene-
fit from programs which furnish prescribed medicines, hos-
pitalization for acute conditions for a maximum of 30 days
per year. and nursing home care. In each of these programs
the department makes vendor payments, that is, it pays the
vendor of the service directly rather than through the public
assistance recipient. A rather small number of persons in
the county are on the public assistance rolls and thus eligible
to receive these services. As of June, 1961, there were
3,178 Old Age Assistance cases in the county, comprising 3.4
percent of the population aged 65 and over: and the numbers
cared for under the other public assistance programs were
correspondingly low.

The medical-care program carried on by the county wel-
fare department provided hospitalization, nursing home care,
medical care, mainly through the outpatient clinics of the
St. Petersburg municipal hospital, and medicines to the medi-
cally indigent. The program of Hospital Service for the In-
digent, supported by federal, state, and county funds and
administered locally by the county health department, serves
only those medically indigent persons whose hospitalization
has been necessitated by an acute condition or by an acute
exacerbation of a chronic condition. Whether the patient is
unable to pay for his care ( and thus is medically indigent) is
determined by the county welfare department,

In Pinellas County, as elsewhere in the State of Florida,
the policy of organized medicine is to care for, without fee,
medically indigent persons who meet the criteria as approved
by the respective county medical societies. Arrangements for
care are entered into by the physician and his patient, with-
out the intervention of other individuals or organizations,
except for staff care of hospitalized patients. No estimate of
the amount of medical service provided free of charge in this
manner has been made, so far as is known. It seems safe to
assume, however, that a good deal of physician care is con-
tributed in connection with the hospitalization of the medi-
cally indigent, in addition to that provided outside hospital
settings.
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Sri to mar y

Pinellas County, located on the western margin of the
Florida peninsula, is rapidly growing in population and pre-
dominantly urban. People age 65 and over are greatly over-
represented, and most migrated from other states. Resi-
dents' personal income is considerably lower than that of
those in the remainder of Florida and in the nation. The
county has accommodated itself to its elderly residents in
many ways.

The situation with respect to health-care resources in
Pinellas County may be summed up as follows: ( 1 ) The sup-
ply of physicians and dentists apparently would be below the
national averages even if the population distribution of the
area were normal; and taking into account the higher pro-
portions of the heavy-demand elderly and the large influx of
winter visitors, most in the older ages, the supply of these
practitioners probably is well below the national norms. (2)
Hospital and nursing home bed capacities are lower than the
respective national and state norms, and these inadequacies
are intensified by the peculiar concentration of the aged and
the sizeable seasonal expansion of population. ( 3) Although
important components of a home-health program are found,
adequate organization is lacking. (4) A considerable variety
of clinical and rehabilitative facilities is in existence, but
most of the services are quite new and serve small numbers
of patients, because of restrictive admission policies. (5)
Although the public health unit is fairly large and well or-
ganized, it has tended to stress traditional maternal and
child-health as well as communicable disease programs and
to neglect the chronic disease area.* (6) Provision is made
for hospital and nursing home care and for prescribed medi-
cines for the categorically indigent clients of the state welfare
department: medically indigent persons not eligible for as-
sistance under the categorical programs can receive hospital
and nursing home service and limited medical care, includ-
ing drugs. through the county welfare department; physician
care generally is not available under public programs except
in hospitals but is furnished by individual doctors by arrange-
ment with the patients involved. (7) The county lacks sub-
stantial health-care programs directed to the special needs of
the elderly segment of the population, although the elements
for development of services are present. (8) Finally, the

This situation has undergone change since the 1960 survey. Increasing attention is
being given to chronic disease matters. and in 1962 tho department established a
Division of Adult Health and Chronic Disease.
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absence of a provision for coordinating the use of personnel,
facilities, and prof-rams may have lessened the effectiveness
of the considerable resources present in the county.
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CHAPTER 3

The ilutsehold Survey: Purpose, Methods, and Techniques
1The household survey of older people in Pinellas County, a

principal feature in the design of the research and program-
elopment project, was the means of obtaining informa-

tion about the health and social situation which would con-
tribute to knowledge in general and serve as the basis for
program planning. Knowledge gained in the household sur-
vey, the related surveys of institutional and noninstitutional
populations, and the inventory of health resources accessible
to residents was expected to be sufficiently precise to permit
needs to be identified and arranged in orde, of their impor-
tat ice. A large part of the first three years of the project term
was devoted by the research staff to planning the survey, con-
ducting field interviews, processing the resulting data, and
making the preliminary analyses.

Lay interviewers obtained information regarding the con-
dition of the respondents' health, the practices followed in
maintaining it, and any needs for care apparently not being
satisfied. Regarding social factors, the purpose was to ac-
quire knowledge of personal history, social characteristics,
attitudes, and economic position that would aid in under-
standing the situation of the elderly people in the county and
in interpreting the health data.

Method
The household or population survey is frequently de-

pended upon to provide information not available from other
sources when the information should be current or nearly up
to date, when the purpose requires that the data represent a
known segment or the totality of a defined population, and
when the analysis can be made meaningful only through
cross-tabulation of spe-Afied characteristics of the population
studied. As a social survey, this method yields information
required for the testing of hypotheses or the answering of
questions; as a morbidity survey, it leads to the establish-
ment of rates which function, within certain limits, as an
indication of the degree to which the population deviates in
certain respects.

The household survey is one of five principal methods for
determining incidence and prevalence rates. The first is
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universal reporting, based upon the reports of illnesses which
physicians submit in the course of their professional duties;
the second, utilization of records from health, medical, or
insurance programs; the third, longitudinal studies in which
the same population is observed through time; the fourth,
diagnostic surveys in which, usually, several conditions are
"screened" by means of physical examination and the use of
tests; and the fifth, the population survey'. Each method
has strengths and weaknesses and none is entirely satisfac-
tory by itself. A survey of a sample of a large population is
probably the best way to obtain incidence and prevalence
rates for all forms of illness combined. A notable advantage
of this method in the present study is that sickness can be
re:qted to a greater variety of demographic characteristics
and environmental factors than if the population data were
obtained from census statistics. Moreover, the method per-
mits great flexibility in the design of the study. On the other
hand, it cannot provide reliable, detailed medical informa-
tion concerning causes of illness and the manner in which a
disease affects the person afflicted'.

In this survey, personal interviews were conducted, guided
by a schedule of questions, with a representative sample of
the noninstitutional, resident population over 65 years of age
in Pinellas County in 1959. The survey was cross-sectional,
that is, each respondent was questioned only once rather
than repeatedly over a period of time. Following the com-
pletion of field work; data were transferred from the survey
instrument to punched cards for processing by machine.

In subsequent sections of this chapter the sample design,
the schedule of questions, interviewing, field-work proce-
dures, concepts and techniques, and data processing are dis-
cussed at greater length.

Sample Design*

In developing a design for sampling, an effort was made to
devise a procedure for selecting respondents which would
result in drawing into the survey a number of people in the
"old" ages whose social characteristics and health condition,
needs, and practices could be assumed as typical of the gen-
eral class of "old" people living in the county at the time of
the survey. It was recognized that the threshold of old age
would have to be stated chronologically and, therefore, would

This section is based in part on an earlier description of the sample design in Irving
L. Webber, "Significant Socioeconomic Factors in Measuring Health Status and Health
Needs," in Carter C. Osterhind, Ed., Aging: A Regional Appraisal (Gainesville: Uni-
versity of Florida 1961), pp. 82-93.
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be arbitrary. Since considerable information regarding the
elderly confined to institutions already existed and additional
knowledge could be obtained through studies independent
of the household survey, it was decided to eliminate this
segment from the sample. One objective was to determine
the relationships of those interviewed to the health person-
nel, facilities, and service programs of their communities;
hence, it appeared wise to exclude from the sample the new-
comers to the county who possibly had not had time and
opportunity to relate themselves to such resources.

In view of these considerations, the population to be stud-
ied was defined as the people in Pinellas County who (1)
were 65 years old or over on the day contact was first made
with the household, ( 2 ) had established residence in the
county by July 1, 1958, nine months before the survey was
initiated, ( 3) were not confined to hospitals, nursing homes,
homes for the aged, jails, or other institutions on the day of
contact, and ( 4 ) were capable physically and mentally of
responding to the questions. The restriction as to length of
residence eliminated visitors and tourists and the exclusion
of persons ton sick to be interviewed was necessary to achieve
uniformity in data collection; however, as indicated later, a
procedure was established for obtaining from a third party
certain information about those subjects who were too ill to
participate.

It was decided to use as sample frames the 1958 city di-
rectories of St. Petersburg, Clearwater, the St. Petersburg
Beaches, and Tarpon Springs and aerial maps of the remain-
der of the county not listed in the city directories. The areas
covered by the directories comprised the incorporated cities,
the contiguous municipalities, and urbanized districts outside
these city limits. The areas not included in the directories
contained relatively few people and were primarily rural in
character.

Households were selected from the directories by street
address listings systematically after a random stmt. Institu-
tional arrangements, licensed nursing and boarding homes,
and business establishments were excluded. After some ex-
perience in using the directories, it was found that they had
shortcomings with regard to the inclusion of housetrailers
and individual apartments. Since these households did not
have an equal chance of being drawn into the sample, supple-
mental samples were selected of households in such struc-
tures.
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Using aerial maps, the portion of the county not included
in the directories was divided into areas from which a sample
was randomly chosen; from each of the sample areas a num-
ber of households was selected on a systematic basis from a
random start. An attempt was made to keep the several
segments of the sample ( that is, directory and nondirectory,
and apartments, mobile homes, and other living arrange-
ments in the directory part) proportional to their relative
importance in the noninstitutional population. This task was
difficult for in some instances it was necessary to rely on the
best available estimates because there were indications, later
corroborated by data from the 1960 census, that considerable
change had occurred since the enumeration in 1950. Since
the geographic distribution of the elderly in the county was
not known, the use of a dispersed sample seemed desirable
in order to minimize or avoid the possibility of failing to in-
clude important segments of the population. Despite their
deficiencies, the directories and aerial maps afforded the best
available frames for accomplishing our purposes. *

By the procedures outlined, 6,491 households located
throughout the county and composed of persons of all ages
were drawn into the sample. As the first step in a two-stage
pre::ess, each household was then "screened" in order to learn
its composition and, in particular, to determine whether it
included persons who were within our universe. Screening
was accomplished either by telephone, a field visit by an
interviewer, or a combination of the two techniques.** As
the second step, those defined as eligible for inclusion in the
survey were subsequently interviewed, unless they could not
be reached or refused to cooperate, and the data collected
constitute the substantive results of the survey.

Upon completion of the screening phase, it was found that
2,829 eligible persons constituted the sample; however, 36
were found too ill to be interviewed, reducing the eligible
number to 2,793.*** Of these, 228 refused to participate and
21 could not be located despite repeated efforts by the inter-
viewers. Thus, interviews were completed with 2,544 per-
sons. Those who refused to volunteer the information re-
quired by the schedule comprised 8.2 percent of the sample
units (eligible persons ). When these nonparticipants are

A more extensive and technical description of the sample design is annexed as
Appendix A.

The screening process is described in detail in Irving L. Webber, "Some Methodo-
logical Considerations in a Health Survey of an Older Population," in Jerome Kaplan
and Gordon J. Aldridge, ids Social Welfare of the Aging, New York: Columbia Uni-
versity Press, 1962, pp. 212.217.

t formation regarding these 36 individuals who could not respond to questioning
was obtained by means of a special third-person schedule.
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added to those who could not be located, the total nonre-
sponse amounted to 8.9 percent of the 2,793 eligible persons.
Refusals could occur at the level of the screening operation;
however, only two households declined to furnish the basic
information regarding composition, There were 33 house-
holds with eligible respondents in which one or more persons
served notice during screening that they were unwilling to be
interviewed in the second phase of the survey; these persons
are included among the 228 refusals.

Comparison of Sample with Census

Comparisons of the characteristics of the sample with
census data are found in Table 3.1. Since interviewing was
begun in April, 1959, and ended in mid-January, 1960, the
observations in the household survey were made from one
year to less than three months before the day of the official
U. B. census, April 1, 1960.

In general, the agreement between census and sample
statistics with regard to age distribution and sex ratio is
reasonably close. The only marked difference occurs in the
case of the nonwhite portion of the sample. Because of the
small number of nonwhite respondents drawn into the sam-
ple, the likelihood of chance variation was relatively great.

Table 3.1. Comparison of Census Data and Sample for Selected
Characteristics, Household Survey of the Aged, Pinellas County,
1959.

Characteristics
1960 Sample Sample

census* located interviewcd

Age distribution
Both sexes

Percent of total population
aged 65 and over 24.9 24.6

Percent of those 65 and over
who were aged 65-74 70.6 69.8

Percent of those 65 and over
who were aged 75 and over 29.4 30.2

Male
Percent of those 65 and over

who were aged 65-74 70.6 67.9
Percent of those 65 and over

who were aged 75 and over 29.4 32 I
Female

Percent of those 65 and over
who were age -1 65-74 70.6 71.5

Percent of those 65 and over
who were aged 75 and over 29.4 28.5
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Table 3.1. (Continued)

Characteristics
1960

census*
Sample
located

Sample
interviewed

White
Percent of total population

aged 65 and over 26.8 26.1
Nonwhite

Percent of total population
aged 65 and over 4.7 7.0

Sex ratios**
Total 97.1 96.0
White 97.3 97.4
Nonwhite 86.8 52.5

Employment status
Percent of population aged

65 and over in labor force 8.6 9.5
Marital status

Percent of population aged
65 and over:

Single 5.5 4.8
Married 66.3 65.8
Widowed 26.2 28.2
Divorced 2.0 1.2

Includes the population in group quarters. Computed from U. S. Bureau of the
Census, U. S. Census of Population: 1960, General Population Characteristics, Florida,
Final Report PC (1)-11B, Washington: Government Printing Office, 1961, Tables 13
and 27; also U. S. Bureau of the Census, U. S. Census of Population: 1960, Detailed
Chan:cterittics, Florida, Final Report PC(1)-11D, Washington: Government Printing
Office, 1962, Tables 115 and 105.

Number of males per 100 females.

The Schedules

For the purpose of eliciting and recordin ; information
from the people interviewed, two schedules of questions were
constructed. The first of these, the regular schedule (later
referred to as "the schedule"), was employed in the 2,544
interviews with those who satisfied all the criteria for inclu-
sion in the universe; the second, a special and shorter sched-
ule made up of certain items from the regular schedule, was
used in obtaining from a household informant selected in-
formation regarding the 36 persons who could not be inter-
viewed because of physical or mental illness.

The objective was a series of questions which would elicit
from the respondents enough information regarding their
health, social conditions, and social relationships to form a
substantial basis for the description and planning of services
to satisfy more adequately the pressing unmet needs that
could appropriately be allocated to the public health sphere.
Since the objective was broad, it was possible to utilize the
experience of a number of earlier studies which had explored
one or more aspects of the matter. Among the schedules
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examined were Your Activities and Attitudes, prepared by
Ernest W. Burgess and others of the University of Chicago';
those developed by the National Opinion Research Center for
its study of the health of the aging in 19573; those employed
by the Survey Research Center, University of Michigan, in
its Modern Living Study of 1957; the Columbia Adult Health
Inventory by Irving Lorge, Jacob Tuckman, and Frederic
D. Zeman'; the Duke Check List*; that prepared for the
study of Adjustment to Retirement by Carter C. Osterbind
and Irving L. Webber, of the University of Florida; and the
Field Survey Questionnaire used in the Kips Bay-Yorkville
Health Study.

The instrument which emerged after some months of de-
velopment comprisec 199 items requiring 28 pages. The
items were classified in six major divisions: (1) social char-
acteristics, including personal history; ( 2) health status and
needs; ( 3 ) health-care practices; ( 4 ) health costs; ( 5) atti-
tudes; and (6) interviewers' observations.

In addition to the major social characteristics race, age,
sex, marital status, education, religion, occupation, income,
living arrangements, household composition, and birthplace

the schedule sought to elicit information about previous
place of residence, length of residence, voting, organizational
memberships, activities, relationships to friends and rela-
tives, retirement, career occupation, and assets. Health
status was approached through inquiries about symptoms,
diagnoses, accidents, operations, vision, hearing, dental
problems, mental condition, and disability; health needs
were suggested by questions about medical care as related to
condition of health. In order to measure the amount and
kind of health-care practices, a series of items dealt with
visits to and from medical doctors, osteopaths, and other
practitioners; use of clinics; hospitalization; confinement in
nursing homes; employment of full-time nurses at home,
visiting-nurse service, and housekeepers; x-ray and labora-
tory services received; and medicines and drugs used. Health
costs were assessed by inquiry regarding the expenditures for
the foregoing services. An attempt was made to probe a
wide variety of the respondent's attitudestoward his own
health, the threat of illness, the community as a place to live,
associates, satisfaction or dissatisfaction with health care,
periodical medical examinations, health and hospital insur-
ance, and the use of an information and referral center for
health. The interviewers recorded independently their obser-

Developed by the Duke Hospital, Duke University.
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vations of the respondents' activity, walking, appearance,
gait, comprehension, nutrition, interest, attitude, physical
appearance, hearing loss, and speech; in addition, they as-
sessed housing and living accommodations with the aid of
eight check lists.

The special schedule consisted of 46 items from the regu-
lar schedule, some of them necessarily in modified form.
Its purpose was to obtain a limited amount of information
that would permit the very sick to be compared with the
"well" respondents.

The health sections of the schedules were pretested and
modified, then the complete instruments were subjected to
pretest with a subsample of 100 persons. (Copies of the
regular and special schedules are included as Appendices
B and C.)

Interviewing

The field workers responsible for conduct of household
screening* and interviews with respondents were recruited
with the assistance of the local office of the Florida State
Employment Service, which had been provided with a list of
criteria for education, training, and experience. Initially, 16
persons were engaged as interviewers; all were women and,
in general, middle aged. In preparation for their work, they
were given three days of training by the research staff. This
included an explanation of the aims and purposes of the
project and the household survey; brief instruction in the
techniques of interviewing in a population survey; familiari-
zation with the schedules; and participation in trial inter-
views with one another. To facilitate training and help to
assure uniformity of understanding and definition of items
and concepts among the workers, a detailed instructional
manual was prepared.

Screening and interviewing proceeded concurrently, with
four workers obtaining household information (mainly by
field visit), and the remaining 12 devoting themselves to
interviewing respondents. By the end of August, 1959, ap-
proximately 90 percent of the interviews had been completed
and field work was continued with a smaller staff until the
cut-off point was reached in mid-January, 1960.

Throughout the interview period, completed schedules
were edited by professional staff members as soon as they
had been returned to the office to make certain that all items

Screening by telephone was carried on for the most part by volunteers supervised
by a staff member.
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had been answered where appropriate, to detect unlikely
or impossible responses, and to discover internal inconsis-
tencies. Conferences were then held individually with the
interviewers to deal with questionable items, and in some
instances call-backs to secure missing information were re-
quired. Group meetings with the field-work staff each morn-
ing during the early weeks provided a means of continuing
the training process, especially with respect to common prob-
lems. Daily performance records were maintained for each
interviewer as another of the techniques for supervision and
control. It was necessary to dismiss one field worker and
to have her interviews repeated.

Data Processing
Upon completion of the field work, the process of tran-

scribing the survey information into numerical codes was
begun. In practice, three codes were devised. The first of
these, which required one punched card for each household,
was used to store data derived from the household screening
operation. The second and third codes provided for the hand-
ling of data obtained in the interviews with respondents. The
second code, which involved the transfer to numerical form
of somewhat more than half the interview data that most
urgently needed for descriptive and preliminary analyses
required five IBM cards for each of the 2,544 schedules; the
third code, having the remainder of the interview data, re-
quired four cards for each schedule. Each of the nine cards
punched on the basis of the second and third codes included
selected "control" items to permit the preparation of cross-
tabulations.

The statistical tables of household screening data were run
on IBM accounting machines in the offices of the Florida
State Board of Health in Jacksonville; the first tabulations of
data recorded in the interview schedule were produced by the
Machine Services Division of the University of South Florida
in Tampa. Beginning in late 1961, tabulations were prepared
on an IBM sorter in the offices of the Research Division.

Selected Techniques
The "symptoms technique" for discovering medical needs

consists of questions as to whether during a given period an
individual has experienced, or at the time of interview is
experiencing, specified symptoms, most of which would jus-
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tify an examination by a medical doctor. Hence, those who
report one or more of the serious symptoms and who have
not consulted a doctor are considered to have unmet medical
needs. This approach, a statistical technique as distin-
guished from the clinical technique more familiar to health
practitioners, was developed by Hoffer, Schuler, and their
co-workers in Michigan"4.

In the present investigation, a check list of 50 symptoms
was used. These symptoms were arranged in the interview
schedule in seven groups, several of which were related to
the organ systems of the body. According to this classifica-
tion, the symptom groups were as follows : general (11
symptoms ); neuromuscular (5); gastrointestinal (9); car-
diovascular-respiratory (9); musculoskeletal (4); genito-
urinary ( 11); and foot conditions (1 omnibus iten ). If the
respondent verified that he suffered from a given symptom,
he was asked whether he was under medical treatment in
connection with the complaint and, if not, why he was not
receiving care. The item was worded in such a way that re-
sponses reflected difficulties being experienced "now," that
is, at time of interview. The purpose of the classification
system was to permit some observations as to the kinds of
symptoms and to make possible analyses of associations be-
tween reported symptoms and reported chronic conditions.

A second approach to health status and needs was made by
the use of a check list of 21 chronic conditions introduced by
the question, "Have you been told by a doctor that you now
have or have had any of the following conditions during the
past two years?" In instances where affirmative replies were
given, the respondent was asked to indicate whether, within
the past two years, he had been treated for his condition by a
private medical doctor, an osteopath, a chiropractor, or other
practitioner; had been a patient in a hospital; had visited a
public or private clinic; had been treated in a nursing home;
had had a full-time nurse or nursing care in his home; had
received visiting-nurse service; and whether the condition
was being treated at the time of the field visit. The two year
period of observation for chronic conditions has the advan-
tage of disclosing the existence of long-term conditions which
might be missed if the time reference was the present only
or a shorter period and the disadvantage of reliance on recall
over a relatively long span.

The closely related question of disability associated with
each of the reported conditions was regarded as having three
dimensions which might properly be probed in the survey.
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Degree of disability was measured according to confinement
to bed, chair, or house and according to limitation of activity
as shown by a series of levels of incapacity ranging from in-
ability to feed oneself to inability to engage in gardening. The
duration of the existing level of disability was recorded as
appropriate in weeks, months, or years. Where the disability
existed in connection with more than one of the conditions,
the practice in analysis has been to accept the highest level
nf disability reported by the individual.

Socioeconomic status was recognized as an important
characteristic of the respondents that should be considered
in relation to variations in social behavior, health, and health-
care practices. The characteristic was measured as of two
points in time: before retirement and migration and at the
time of interview. Previous knowledge strongly suggested
that a large share of the respondents would be retired and
that they would be migrants who had come to the area fol-
lowing the termination of their working careers; that is, that
they would not have been in the labor force in the county.
It seemed desirable, therefore, to gauge their social-class
position, particularly that of those who had moved following
retirement, as it had been while they were economically
active. The socioeconomic placement at the time of the
field-work period also was regarded as highly significant.

The measurement of class position before the movement
to Pinellas County was accomplished through the use of prin-
cipal or career occupation. Objective indices of social class
have been based on such characteristics as amount and
source of income, occupation, dwelling, neighborhood, edu-
cation, and institutional memberships. For a migrant popu-
lation, many of whom had been in retirement for one, two,
or even three decades, amount of previous income would un-
doubtedly be of questionable value; information about dwell-
ing, neighborhood. and institutional placement obtainable
only through prolonged questioning would be difficult to
interpret without extensive knowledge of many distant com-
munities; and education, because of progressive changes in
the amount and kind through the decades, would be of
limited usefulness: The two characteristics which gave some
promise of providing a fairly valid and reliable indication
were source of income and occupation. The latter was
selected on the basis of evidence from the literature°.

Accordingly, respondents were asked, "What is (or was)
your principal or career occupation that is, the kind of
work you have done most of your life?" The answers were
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then classified according to the 11 categories of employment
used in the United States Census I", a series extending from
professional, technical, and kindred workers to laborers. In
order to simplify the analysis for indicating generalized socio-
economic position, these 11 categories were combined into
three groups. Group I comprised professional, technical, and
kindred workers, managers, officials, and proprietors (except
farm); Group II included farmers and farm operators, cleri-
cal and sales workers, craftsmen, foremen, operatives, and
kindred workers; while Group III was made up of service
workers ( including those in private households), farm la-
borers and foremen, and other laborers.

This grouping seemed to subdivide the respondents into
three "social layers" on a vertical axis. It differentiated them
according to their social position before retirement as ac-
curately as possible without a good deal more knowledge of
their social situations before migration.

The principal measure of present socioeconomic level was
annual money income. This was obtained in two ways. Re-
spondents could indicate their approximate annual income
by a check mark on a mimeographed card handed to them
by the field worker; and, in addition, they could specify, on
the same card, the exact amount received from a list of
sources of income. The 2,437 respondents who supplied
answers as to approximate income comprised 95.8 percent
of the sample; and the 1,557 who gave exact amounts of
income by source ( excluding those whose responses ap-
peared to be incomplete) comprised 61.2 percent. It should
be kept in mind, however, that all investigations of income
and assets which depend upon undocumented responses are
subject to certain limitations inherent in the method. First,
it is necessary for the respondent to recall the income he has
received over a stated period, and his memory may be un-
trustworthy. Second, there may be conscious or unconscious
understatement or overstatement of the amount. Additional
problems may arise in delimiting satisfactorily the individual
or household unit about which information is sought. Despite
these problems, annual income offered the best available
measure of existing socioeconomic position.

Summary
The household or population survey frequently is de-

pended upon to provide information not available from other
sources. It has its strengths and weaknesses, but it was se-
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lected for this project because of the nature of the research
problem.

This chapter describes the sample design, the schedules of
questions, interviewing, field work procedures, selected con-
cepts and techniques, and data processing.
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CHAPTER 4

The Sample Population

Consideration of the answer to the general question, What
are the social characteristics, social situations, and some of
the behavioral patterns of the members of the sample popu-
lation, will shed light on the ways in which the older people
in a retirement area are like and unlike persons aged 65 and
over in the United States. On the other hand, it will illumi-
nate, in some degree, the social and cultural background
against which the findings as to health and the use of health-
care resources are to be understood.

St. Petersburg and Pinellas County as a whole have re-
ceived large numbers of older migrants' from other states2
and the St. Petersburg community in some measure has
adapted itself, structurally and functionally, to the needs of
its disproportionately large older population". Calculations by
the forward-survival-ratio method based on census data re-
sulted in the estimate that between 1950 and 1960 the
county received a net migration of more than 60,000 persons
who were 65 years of age or over on April 1, 1960, the census
day'. As a result of this influx, the elderly population in 1960
was almost three times as large as it would have been had
there been no migration of persons in the relevant ages.

Geographical Distribution
The 2,544 respondents all past age 65, permanent res;-

dents, living outside institutions and well enough to partici-
pate in the interviews were distributed unevenly as is the
general population in the several divisions of the county
(Table 4.1). More than two thirds resided in the district
included in the city directory of St. Petersburg and more
than one fifth were found in the Clearwater directory district.
Less than two percent lived in the more nearly rural areas not
listed in any of the four city directories.

Table 4,1. Distribution of Respondents by Sampling Unit,
Household Survey of the Aged, Pinellas County, 1959.

Sampling Unit
Number of
respondents Percentage

Total 2,544 100.0
St. Petersburg 1,768 69.5
Gulf Beaches 118 4.6
Clearwater 564 22.2
Tarpon Springs 54 2.1
Nondirectory 40 1.6
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Dissimilarities in the age distribution of respondents in
the samc units also prevailed (Table 4.2). The St. Peters-
burg area had an "older" age structure, while the Gulf
Beaches, Clearwater, and the nondirectory areas had "young-
er" structures, in terms of the county-wide averages.

Table 4.2. Variations in Geographic Distribution of Respondents
by Age, Household Survey of the Aged, Pinellas County, 1959.

Sampling Unit 65-69 70-79 80 and over Not given
Total 37.0 50.0 12.4 0.6

St. Petersburg 33.5 52.1 13.5 0.8
Gulf Beaches 43.2 50.0 6.8 -
Clearwater 45.3 44.9 9.6 0.2
Tarpon Springs 42.5 38.9 18.6 -
Nondirectory 45.0 45.0 10.0 -

Striking differences in the sex ratio ( the number of men
per 100 women ) likewise occurred in the various areas.
Although the sample respondents included fewer men than
women, the sex ratio being 96.2, all of the sampling units
except St. Petersburg had an excess of male over female re-
spondents (Table 4.3).

Table 4.3*. Sex Ratios by Sampling Units, Household Survey
of the Aged, Pinellas County, 1959.

Sampling unit Sex ratio
Total 96.0

St. Petersburg 88.7
Gulf Beaches 126.9
Clearwater 108.9
Tarpon Springs 184.2
Nondirectory 110.5

These sex ratios for the sample population differ from those computed from 1960
census data for the municipalities involved. However, it should be remembered that the
sampling units included not only the cities named (that is, St. Petersburg, Clearwater,
and Tarpon Springs) but also the areas surrounding these cities covered by the city
directories. The "Gulf Beaches" comprises St. Petersburg Beach (a municipality) and
several other small municipalities. The sex ratios derived from the census counts for
1960 are: St. Petersburg, 86.8; Clearwater, 94.4; St. Petersburg Beach, 109.3; and
Tarpon Springs, 146.2.

Major Social Characteristics

Race

The sample population was comprised mainly of white
persons; only 61, or 2.4 percent, were nonwhite, and two of
these were other than Negro. More than three fourths of the
nonwhites resided in the St. Petersburg area; none lived in
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the Gulf Beaches or nondirectory areas. Nonwhite men
numbered 21 and women 40. Because of the small size of the
nonwhite component, it is not desirable, in most instances,
to take the racial characteristic into account in the considera-
tion of population characteristics, social settings, and be-
havior. It will be observed that the percentage distributions,
according to attributes, would be affected little if the analyses
were limited to the white component.

Se.v

The sex ratio of 96.2 men for every 100 women was ob-
served to mask striking variations in the sex distribution by
geographic areas. Marked differences in sex ratio by age
groups can be seen in Table 4.4, with an excess of women in
the ages under 75 and an excess of men in the higher ages.
It appears likely that the relatively low ratios existing at ages

Table 4.4. Sex Ratios by Age, Household Survey of the Aged,
Pinellas County, 1959.

Age* Sex ratio

65-69 88.0
70-74 97.6
75-79 106.9
80-84 101.8
85 and over 144.4

"1,:e was not reported by 1 man and 14 women.

65-69 and 70-74 in particular may be related to the combined
effect of two factors. The first is the tendency for wives to be
younger, on the average, than their husbands5. The other,
arising out of the sample design employed in this survey, was
the elimination of persons (in this case, wives) who had not
attained the age of 65.

Age

More than a third of those interviewed were aged 65-69
and approximately one third were in the next higher five-
year age category. Seven tenths of the sample population,
therefore, was less than 75 years of age (Table 4.5).

35



Table 4.5. Respondents According to Age and Sex, Household
Survey of the Aged, Pinellas County, 1959.

Age

Men Women

Number Percent Number Percent
All ages 1,245 100.0 1,284 100.0

65-69 440 35.3 501 39.0
70-74 407 32.7 417 32.5
75-79 232 18.6 217 16.9
80-84 114 9.2 113 8.8
85-89 46 3.7 28 2.2
90 and over 6 0.5 8 0.6

Compared with the population of the United States aged
65 and over in 1960, the Pinellas County sample had larger
proportions of persons aged 70-74 and smaller proportions
aged 80 and over (Table 4.6). The proportions of men were
below the national levels under age 70 and above in the
higher ages, while the proportions of women were above the
national norms under age 75 and below beyond that age.

Table 4.6. Age Distribution of the Sample Population and of the
Population of the United States Aged 65 and Over (1960), by Sex,
Household Survey of the Aged, Pinellas County, 1959.*

Percentages
Total Male Female

Age
Pinellas
County

United
States

Pinellas
County

United
States

Pinellas
County

United
States

Total 100.0 100.0 100.0 100.0 100.0 100.0
65-69 37.2 37.8 35.3 39.1 39.0 36.7
70-74 32.6 28.6 32.7 29.1 32.5 28.2
75-79 17.7 18.4 18.6 18.1 16.9 18.7
80-84 9.0 9.6 9.2 8.9 8.8 10.1
85 and over 3.5 5.6 4.2 4.8 2.8 6.3

Source of national data: U. S. Bureau of the Census, U. S. Census of Population:
1960, General Population Characteristics, United States Summary, Final Report PC(1)-
111, Washington: Government Printing Office, 1961, Table 45, p. 146.

Education

Approximately one in 20 of those interviewed reported
either no formal education or completion of the fourth grade
or less, and according to a standard often used at present,
these would be classified as functionally illiterate. One in
12 of those in the sample were college graduates or had had
graduate or professional school education. The modal class
was comprised of persons who had received from five to eight
years of formal schooling. The next largest number was
made up of those who had finished four years of high school
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( Table 4.7). Three in ten respondents had received voca-
tional training. One third of these were high school gradu-
ates; 3 in 10 reported 5-8 years of regular schooling; and 2 in
10 had 1-3 years of high school.

Table 4.7. Educational Level of the Sample Population, by Sex,
Household Survey of the Aged, Pinellas County, 1959.

Educational level Total Male Female

Total 100.0 100.0 100.0

No formal education 1.7 1.6 1.7
Fourth grade or below 4.3 5.6 3.1
Fifth through eighth grade 39.0 42.3 35.9
One through three years of high school 17.5 15.4 19.6
Four 3,:ars of high school 21.1 17.9 24.1
One through three years of college 7.8 6.4 9.2
Four years of college 6.4 7.6 5.2
Graduate or professional school 2.1 3.2 1.0
Not reported 0.1 - 0.2
Business, technical or trade school 30.0 35.2 25.1

Relatively more men than women were in the functionally
illiterate category, but more men than women reported the
highest educational accomplishment. Thus, 7.2 percent of
the men had four years or less of formal schooling compared
with 4.8 percent of the women, and 10.8 percent of the men
were college graduates or had had postgraduate education
compared with 6.2 percent of the women. In addition, a
larger share of men had attended business, technical, or
trade schools (35.2% compared to 25.1% ).

Table 4.8 shows that the sample population compared
favorably with the aged population of the United States in
1959 as to educational status. Decidedly smaller proportions
fell in the illiterate and functionally illiterate classes and con-
siderably larger proportions were in the groups with one or
more years of high school training and one or more years of
college study. It is evident that the elderly migrants to the
county represented an advantaged group from the educa-
tional standpoint.
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Table 4.8. Educational Level of the Sample Population and of
the Population of the United States Aged 65 and Over (1960),
for Selected Categories, Household Survey of the Aged, Pinellas
County, 1959.

Percentages
Educational level Pinellas County United States*
None 1.7 6.4
Less than 5 years 4.3 13.6
5 to 8 years 39.0 45.6
1 to 3 years of high school 17.5 11.4
4 years of high school 21.1 10.2
1 to 3 years of college 7.8 4.9
4 years of college 6.4 2.9
5 years or more 2.1 1.4
Not reported 0.1 3.6

Source: U. S. Senate, Committee on Labor and Public Welfare, Subcommittee on
Problems of the Aged and Aging, The Aged and Aging in the United States: A National
Problem, Report No. 1121, Washington: Government Printing Office, 1960, Appendix
A15, Table 14.

Marital Status

Most of the respondents-about two thirds-were married
and living with husband or wife at the time of interview in
1959 (Table 4.9). Widowed persons comprised more than
one fourth of the total and made up the second most impor-
tant of the marital-status categories. Relatively few people

Table 4.9. Marital Status of the Sample Population, by Sex,
Household Survey of the Aged, Pinellas. County, 1959.

Marital Status
Percentages

Total Male Female
Total 100.0 100.0 100.0

Married 65.8 80.3 51.8
Single 4.8 3.7 5.8
Widowed 27.7 14.1 40.8
Married but separated 0.5 0.6 0.4
Divorced 1.2 1.3 1.2

were single, married but separated, or divorced. The expected
pronounced differences in status according to sex were
found, with one and a half times as many married men as
married women and almost three times as many widows as
widowers.

When marital status is examined according to age, the
proportions married were highest at 65 through 69 and lower
for each successive age group; and proportions widowed were
lowest at ages 65-69 apd higher for the older age categories
(Table 4.10). The numbers of married but separated persons
(13) and of divorced persons (31) were too small to merit
further analysis.
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In all age groups more men than women were married
and living with spouse and more women than men were
widowed. By age 85 and over only one fifth of the women

Table 4.10. Proportions of the Sample Population Married and
Widowed, by Age and Sex, Household Survey of the Aged, Pinel-
las County, 1959.

Age

Married Widowed

Men Women Men Women

Total 80.3 51.8 14.1 40.8
65-69 85.9 61.3 7.3 30.7
70-74 83.8 56.4 10.8 38.1
75-79 77.1 45.1 18.5 48.9
80-84 65.8 19.4 28.9 69.1
85 and over 50.0 19.4 46.2 72.2

were married and nearly three fourths were widowed; of the
men in the same age category, half were married and less
than half were widowed.

The elderly of Pinellas County differed decidedly from
their national counterparts with regard to marital status
(Table 4.11). Married persons with spouse present were
greatly overrepresented, while the single, married but sep-
arated, widowed, and divorced were underrepresented.
These differentials prevailed for both the men and women.
Less than half the expected number of married persons with
spouse absent were found, and widowers and widows also
were far fewer than in a typical population. The predomi-

ance of married persons seemingly is related to a tendency
for married pairs to migrate in greater proportions than the
nonmarried.

Table 4.11. Marital Status of the Sample Population and of the
Population of the United States Aged 65 and Over (1959), House-
hold Survey of the Aged, Pinellas County, 1959.*

Total Male Female

Marital status
Pinellas United
County States

Pinellas
County

United
States

Pinellas United
County States

Total 100.0 100.0 100.0 100.0 100.0 100.0
Single 4.8 7.3 3.7 7.1 5.8 7.6
Married, spouse

present 65.8 51.4 80.3 69.4 51.8 36.4
Married but

separated 0.5 1.1 0.6 1.3 0.4 0.9
Widowed 27.7 38.7 14.1 20.4 40.8 53.9
Divorced 1.2 1.5 1.3 1.8 1.2 1.2

* Source of national data U. S. Bureau of the Census, Current Population Reports,
Population Characteristics, Series P-20, No. 96, November 23, 1959, Table 1.
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Religious Preference

More than four fifths of the respondents were Protestants,
and most of the remainder were Roman Catholics (Table
4.12 ). Those of Greek Orthodox, Jewish, and other religions

Table 4.12 Religious Preference, by Sex, Household Survey of
the Aged, Pinellas County, 1959.

Percentages
Religious preference Total Male Female

Total 100.0 100.0 100.0
Protestant 81.7 78.8 84.5
Roman Catholic 14.5 15.7 13.3
Greek Orthodox 1.1 1.9 0.3
Jewish 1.0 1.1 0.9
Other 0.3 0.2 0.5
None 1.2 2.1 0.4
Not reported 0.2 0.2 0.1

made up less than three percent of the sample. Relatively,
and in absolute numbers, more women than men were Prot-
estants and more men than women were Roman Catholics,
while men outnumbered women disclaiming any religious
preference.

Employment and Retirement Status

Less than one tenth of the respondents reported that they
were engaged in full-time or part-time paid employment at
the time of interview. As Table 4.13 indicates, a much larger

Table 4.13. Employment Status, Household Survey of the Aged,
Pinellas County, 1959.

Percentages

Employment status Total Male Female

Total 100.0 100.0 100.0
In paid employment 9.5 12.4 6.7
Not in paid employment 90.3 87.5 93.0
Not reported 0.2 0.1 0.3

Table 4.14. Retirement Status, Household Survey of the Aged,
Pinellas County, 1959.

Percentages

Retirement status Total Male Female

Total 100.0 100.0 100.0
Considers self retired 59.7 90.4 30.1
Does not consider self retired 37.9 9.1 65.6
Don't know 2.4 0.5 4.3
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proportion of men than women were employed. The statis-
tics presented in Table 4.14 represent replies to the question,
"Do you consider yourself retired now?" The apparent dis-
crepancy between employment status and retirement status
is attributable to the responses given by the women in the
sample. Understandably, a substantial number did not re-
gard themselves retired for they continued to perform house-
hold duties much as they had in earlier years. On the other
hand, the responses of the men are largely congruent with
their reported employment status, except that some of those
economically active nevertheless considered themselves
retired.

The aged population of Pinellas County was highly atypi-
cal of the general population of the United States aged 65
and over in that such a small proportion were employed. The
divergence from the national norm was particularly great
for men (Table 4.15 ).

Table 4.15. Labor Force Status of the Sample Population and of
the Noninstitutional Population of the United States Aged 65 and
Over (1959), by Sex, Household Survey of the Aged, Pinellas
County, 1959.*

Labor-force status

Percentages
Pinellas County United States**

Both sexes 100.00 100.0
Employed 9.5 20.3
Not employed 90.3 79.7
Not reported 0.2

Male 100.0 100.0
Employed 12.4 33.1
Not employed 87.5 66.9
Not reported 0.1

Female 100.0 100.0
Employed 6.7 9.8
Nat employed 93.0 90.2
Not reported 0.3

* Source of national data: U. S. Senate, Committee on Labor and Public Welfare,
Subcommittee on Problems of the Aged and Aging, The Aged and Aging in the United
States: A National Problem, Report No. 1121, Washington; Government Printing Of-
fice, 1960, Appendix A21, Table 8.

*** In computing the percentages of the aged population of the United States, "em-
ployed" was limited to persons in the labor force who were reported as working; ''not
employed" summed the unemployed and those not in the labor force. This procedure
was followed in order to make the statistics more nearly comparable to those developed
in the household survey, in which no effort was made to determine whether persons
not in paid employment were looking for work.

Housing

A large majority of the sample population resided in de-
tached single dwelling units; the next largest proportion,
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nearly one sixth, lived in apartments ( Table 4.16). A sur-
prisingly large number, almost one tenth of the total, made
their homes in house trailers. Compared with women, men
were somewhat more likely to be found in detached single
dwellings and mobile homes, while women were more likely
to reside in apartments, hotels, and boarding, guest, or tour-
ist homes.

Table 4.16. Percentages of the Sample Population Occupying
Various Types of Dwelling Units, by Sex, Household Survey of
the Aged, Pinellas County, 1959.

Percentages
Dwelling unit Total Male Female

Total 100.0 100.0 100.0
Detached single 71.7 74.3 69.1
Boarding 'guest/tourist home 0.9 0.6 1.2
Apartment 15.3 13.0 17.5
Hotel 2.5 2.2 2.8
Motel 0.3 0.5 0.2
Trailer 8.9 9.1 8.7
Other 0.4 0.3 0.5

The proportion of persons living in detached single dwell-
ings declined steadily with higher age, varying from 74.4
percent at ages 65-69 to 64.8 percent at age 85 and over
while apartment dwellers increased gradually from 13.6 per-
cent at ages 65-69 to 22.7 percent at 85 and over. The share
of tho elderly residing in hotels increased with age. It was
found also that at all age levels relatively more men than
women lived in detached single dwellings and more women
than men made their homes in apartments (except at age
85 and over in the case of the apartment dwellers).

More than three fourths of those interviewed reported that
:ley owned their homes (Table 4.17). Not surprisingly, men
were more likely than women to own rather than to rent
living quarters. Smaller percentages owned their homes in
each successive higher age bracket, the range being from

Table 4.17. Tenure Status of the Sample Population, by Sex,
Household Survey of the Aged, Pinellas County, 1959.

Tenure status Total Male Female
Total 100.0 100.0 100.0

Own quarters 77.2 80.9 73.6
Rent quarters 16.5 14.2 18.6
Other arrangement 6.1 4.5 7.7
Not reported 0.2 0.4 0.1
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81.6 percent at ages 65-69 to 48.9 percent at age 85 and over;
and larger percentages rented their living accommodation,
the comparable figures being 14.0 at 65-69 and 29.5 at 85
and over. In general. the same relationship of tenure status
with age existed for men and women.

Household Composition

The degree to which the aged population is concentrated
in two-person and one-person households is revealed by Table
4.13. Only one eighth of the respondents lived in households

Table 4.18. Size of Household, by Sex, Household Survey of the
Aged, Pinellas County, 1959.

Percentages
Number of persons Total Male Female

Total 100.0 100.0 100.0
One 20.8 11.9 29.2
Twu 66.4 5.7 57.6
Three 9.1 8.8 9.4
Four or five 2.7 2.5 3.0
Six through eight 1.0 1,1 0.8

mode up of three or more persons, and the patterns of size
varied somewhat for men and women. Particularly interest-
ing is the fact that more than twice as many women as men,
relatively, resided in one-person households.

To a surprising extent, the households comprised of more
than one person were made up of kinship groups (Table
4.19). Fully three fourths included relatives of the respon-
dent-the spouse only, the spouse and other relatives, or rela-
tives other than the spouse. Only one in 30 respondents lived
with nonrelatives. It should be remembered, however, that
one fifth resided in one-person households.

Table 4.19. Composition of Household, by Sex, Household Sur-
vey of the Aged, Pinellas County, 1959.

Percentages
Household composition Total Male Female

Total 100.0 100.0 100.0
Respondent only 20.8 12.0 29.2
Respondent and spouse only 58.7 71.3 46.6
Respondent and relatives other than spouse 10.0 5.3 14.6
Respondent, spouse, and other relative 5.9 7.9 4.0
Respondent, spouse, and unrelated person 0.9 1.0 0.8
Respondent, relative(s) other than spouse

and unrelated person 0.4 0.1 0.6
Respondent and unrelated person 3.3 2.4 4.2
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More than twice as many women as men resided with rel-
atives other than a married partner. Men were more likely
than women to be living with one or more relatives including
spouse-85.6 percent of the men in such kinship groups, com-
pared with 66,6 percent of the women. Relatively more
women made their homes with nonrelated persons and their
isolated situation takes on even greater significance in view
or the fact that almost one third lived by themselves.

Size of household varied at the different ages with one-
person households becoming much more prevalent with in-
creasing age, while two-person households became much
less common, decreasing from about seven tenths to four
tenths of all households. Living arrangements made up of
three or more members fell from one eighth at the lowest
ages to one tenth at ages 75-79 and then rose sharply to com-
prise three tenths of all households at age 85 and above.
Two-person households consisting of the respondent and his
or her spouse decreased by more than half, from 64.8 per-
cent at ages 65-69 to only 29.5 percent at age 85 and over.

Soria/ Class

As indicated in Chapter 3, an effort was made to gauge
the social class levels through analysis of the principal or
career occupations which the respondents had pursued dur-
ing their working lifetimes. This approach seemed desirable

Table 4.20. Principal or Career Occupations of Respondents or
of Respondents' Husbands, by Sex, Household Survey of the
Aged, Pinellas County, 1959.

Percentages

Occupational classes Total Male Female

Total 100.0 100.0 100.0
Professional, technical, and

kindred workers 13.1 10.0 16.0
Farmers and farm operators 3.4 3.6 3.2
Managers, officials, and proprietors,

except farm 26.2 27.9 24.6
Clerical and kindred workers 8.2 6.3 10.1
Sales workers 8.4 8.1 8.6
Craftsmen, foremen, and kindred workers 24.9 30.8 19.2
Operatives and kindred workers 6.7 5.7 7.7
Private household workers 1.0 1.9
Service workers, except private household 5.7 4.5 6.9
Farm laborers and foremen 0.4 0.3 0.5
Laborers, except farm and mine 1.7 2.6 0.8
Not reported 0.3 0.2 0.5

Married women and widows who had not been in the labor force were placed in
the occupational categories ut their husbands for the purpose of assigning a social
class level.
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for so few (or their spouses ) were still at work or employed
in their major lifetime occupation. The basic data are shown
in Table 420.

In order to simplify the analysis, as stated in the earlier
discussion, these 11 categories of occupations were com-
pressed into three groups, corresponding roughly to three
arbitrary social class levels. How the Pinellas County male
respondents compared with the corresponding population of
the United States aged 55-64 and 65 and over as of April,
1959, is presented in Table 4,21, The predominantly retired
population of the county included considerably more men at
the highest socioeconomic level and considerably fewer men
at the lowest level (Table 4.20 ). Inasmuch as the majority
of the men had left their work and migrated to the county
near age 65. it is probably more valid to compare them for
the present purpose with the national male labor force aged
55-64. When this comparison was made, it was found that
the following occupational categories particularly were over-
represented: professional and technical: managers, officials,
and aonfarm proprietors; and craftsmen, foremen, and kin-
dred workers. The categories markedly underrepresented
were farmers and farm operators; operatives and kindred
workers; service workers; and farm and other laborers.

Table 4.21. Percentages of Employed Male Workers Aged 55-64
and 65 and Over, United States, April, 1959, and of Male Re-
spondents in the Household Survey of the Aged, Pinellas County,
1959, by Socioeconomic Levels.

Major occupational
groups

United States
Respondents,

Pinellas County55-64 65 and over

Total males 100.0 100.0' 100.0
Group I 24.5 26.1 37.9
Group II 56.8 53.8 54.5
Group III 18.7 20.2 7.4
Not reported --- 0.2

* Because of rounding, percentages do not total 100.0.

Income

As previously stated, those persons interviewed were given
an opportunity to indicate their approximate annual income
on a card handed to them by the field worker. In an effort to
maximize response rate and accuracy, the respondent was
assured that the information was confidential. Answers to
the income item represented 95.8 percent of the sample.

The definitions of "family" and "unrelated individual"
employed in the present study differ somewhat from those
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adopted for use by the Bureau of the Census. The census
term "family" refers to a "group of two or more persons re-
lated by blood, marriage, or adoption and residing together."
"Unrelated individual" refers to "persons (other than inmates
of institutions ) who are not living with any relatives"". In the
Pin'llas County survey Family refers only to married couples
living together, while individual refers to persons living alone
and with any related or unrelated person or persons other
than spouse. *

The annual income of families and individuals so defined
was classified on a scale ranging from zero to $5,000 or more.
One fourth of the respondents reported incomes of $2,000 to
$2.999, and somewhat more than one fifth, $3,000 to $4,999.
Those having no income or less than $500 for the year made
up 3 percent of the sample. On a cumulative basis, 11.7 per-
cent received less than $1,000; 37.8 percent, less than
$2,000; 63,2 percent, less than $3,000; and 85.4 percent,
less than $5,000 (Table 4.22).

Table 4.22. Annual Income, 1958-1959, of Respondents Living
as Married Couples and as Individuals, Household Survey of the
Aged, Pinellas County, 1959.

Income Number
2,437

Percentage

100.0

Cumulative
percentage

Total
None 30 1.2 1.2
Less than $500 41 1.7 2.9
$500-8999 215 8.8 11.7
81,000-$1,499 266 10.9 22.6
$1,500-$1,999 370 15.2 37.8
$2,000-$2,999 619 25.4 63.2
$3,000-84,999 541 22.2 85.4
$5,000 or more 355 14.6 100.0

In general, the younger the respondents, the greater the
annual income they reported. These findings for the white
population are summarized in Table 4.23. The modal income
class for both age groups was $2,000-$2,999, however, and
almost as large a proportion of those in the older category as
in the younger had incomes of $5,000 or over. The data also
revealed a tendency for the oldest people in the sample to
have somewhat lower incomes. Thus, of the 79 white persons
who were 85 years of age or over, 11.4 percent had less than
$500 and 29.1 percent had less than $1,000 per year. On the
other hand, 12.7 percent of these oldest respondents ( 85 and

These concepts of family and individual units were used because of our special
interest in the two types of living arrangements as they are related to the health status,
health needs, and health practices of the elderly residents.
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over ) fell in the $5,000-or-over bracket and thus compared
favorably with those who were 65-74 years of age.

Table 4.23. Annual Income. 1958-1959, of White Persons Living
as Couples and as Individuals, by Broad Age Groups, Household
Survey of the Aged, Pinellas County, 1959.

Income

65-74 75 and over

Number Percentage Number Percentage

Total 1,658 100.0 710 100.0
None 6 0.4 21 3.0
Less than $500 18 1.1 17 2.4
5500-8999 105 6.3 80 11.3
$1,000-$1,499 166 10.0 88 12.4
SI,500-$1,999 247 14.9 114 16.0
52,000-52,999 450 27.1 164 23.1
53,000-54,999 407 24.6 131 18.4
$3,000 or more 259 15.6 95 13.4

The association of income and age is probably related to
certain national economic trends. There has been an upward
movement in the salary levels on which pensions are based,
more occupations have been included under the Old Age,
Survivors. and Disability Insurance program from time to
time and OASDI benefits have been increased periodically.
It is also likely that in some cases older persons have had to
liquidate income-producing assets in order to pay living ex-
penses, medical costs, or to make other emergency outlays.

Since approximately one fifth of the elderly persons were
living in one-person households, it is important to examine
the income of these people separately. In the case of the
white persons in our sample, 477 individuals, or 19.2 per-
cent, resided alone. The modal income class was $1,000-
S1.499 (Table 4.24) but the number of persons with this
income was only slightly larger than the numbers reporting
amounts of $500-$999, $2,000-$2,999, and $1,500-$1,999.
Annual income of less than 51.500 was received by 41.5
percent of persons living alone and less than 53,000, by 77.8
percent. Approximately 10 percent had S5,000 or more
yearly as income.

Of all white respondents in the study, 1.482, or 59.7 per-
cent, were residing in two-person households consisting of
man and wife. It is this segment, comprising about three
fifths of all persons interviewed, whose income is tabulated
in Table 4.25. In the first instance the income reported as
that of the family unit is presented. In the second part of
the table, an effort is made to approach the question of the
income received by each individual. Under "per-capita in-
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Table 4.24. Annual Income, 1958-1959, of White Persons Liv-
ing Alone. Household Survey of the Aged, Pinellas County, 1959.

Income

Total

Num-
ber

477

Individuals living alone

Percen-
tape

100.0

Cumulative
percentage

--
None 8 1.7 1.7
Less than $500 8 1.7 3.4
S 500 - 5 999 90 18.8 22.2
S1,000 - $1,499 92 19.3 41.5
51,500 - 51,999 82 17.2 58.7
52,000 - 52,999 91 19.1 77.8
$3,000 - $4,999 60 12.6 90.4
$5,000 or over 46 9.6 100.0

come" are arranged the figures from the arbitrary assump-
tion that each of the married persons received half of the
family income.

Table 4.25. Annual Income, 1958-1959, of Persons Living as
Married Couples, White Only, Household Survey of the Aged,
Pinellas County, 1959.

Income Number Percentage
Cumulative
percentage

Family income
Total 1,441 100.0 -

None 4 0.3 0.3
LL: is than $1:,-...'0 3 0.2 0.5
$ 500- 5 9!/9 18 1.2 1.7
$1,000 - 51,499 99 6.9 8.6
51,500 - 51,999 214 14.8 23.4
$2,000 - 52,999 439 30.5 53.9
$3,000 - $4,999 408 28.3 82.2
$5,000 or over 256 17.8 100.0

Per-c-ipita income (=. Family income )
( 2 )

None 4 0.3 0.3
Less than S250 3 0.2 0.5
$ 250 - $ 499 18 1.2 1.7
S 500 - S 749 99 6.9 8.6
S 750 - $ 999 214 14.8 23.4
5 1,000 - $1,499 439 30.5 53.9
$1,500 - $2,499 408 28.3 82.2
$2,500 or more 256 17.8 100.0

When the figures in Table 4.25 for per-capita income are
compared with those in Table 4.24 for individual income of
those residing alone, it can be observed that neither house-
hold category was markedly better off than the other. It must
be remembered in considering this analysis, however, that
the division of family income into two equal parts is an
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artificial procedure which is useful only within the limited
framework of approaching the question whether the married
couples arc decidedly superior or inferior in terms of income
to persons living alone.

In addition to their approximate annual income, those in-
terviewed were asked to specify the source of the income. A
total of 1,990 persons cooperated; they made c? about 78
percent of the respondents. The present discussion is limited
to a consideration of "most important source of income," that
is, the source from which each individual stated he received
the largest share of his income.

Almost half of the respondents (46.4 percent) gave Social
Security ( Old Age, Survivors, and Disability Insurance) as
their most important income source. The second item in
frequency was pensions and annuities, given as the most
important by 27.4 percent. The remaining "most important
sources" in order of decreasing frequency were rentals and
leases ( 7.1 percent ), dividends and interest ( 6.7 percent ),
wages and salaries ( 5.8 percent ), state welfare, comprising
Old Age Assistance and other federal-state assistance pro-
grams ( :3.4 percent ), relative or friends ( 0.9 percent ). other
( 0.6 percent ), county Nvenre ( 0.2 percent). An additional
1.5 percent who responded to the item in question had no
income.

It should be kept in mind that typically respondents re-
ceived their income from more than one source: therefore,
the specification of the most important source should not be
interpreted as indicating the only income sources.

VIlellare status

Indications of the importance of public assistance pro-
grams in the support of the respondents can be gained from
the information supplied by 2.320 persons ( 1.138 men and
1,182 women ) whose responses were complete enough for
analysis. These data reveal that 4.6 percent were on the rolls
of an agency providing public assistance. A large majority
more than 90 percentreported receiving payment : under the
Old Age Assistance program administered by the Florida
Department of Public Welfare; the remainder of only nine
persons were assisted by the Pinellas County Welfare Depart-
ment. More than twice as many women as men-76 corn-
pared with 30received public assistance. Nearly half (48.3
percent) of the 60 Negroes who supplied income data were
welfare recipients, compared with less than one twentieth
(3.4 percent ) of the whites. However, one of the eligibility
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requirements for receipt of benefits under the federal-state
Old Age Assistance program is residence in the state for five
of the last nine years and one third of the residents had lived
in the county less than five years when interviewed.

As compared with nonrecipients of public assistance, re-
cipients were decidedly older. For example, 34.9 percent of
the recipients were aged 80 or over while only 11.1 percent
of the nonrecipients were in that age range. This same rela-
tionship of age and welfare status held true for men and
women.

Other Behavioral Characteristics

Migration

An impression of the importance of migration in swelling
the numbers of persons in the older ages can be gained from
an examination of the data on length of residence. Beyond
this, the state in which respondents resided immediately be-
fore moving to Pinellas County sheds light on the size of
migratory streams.

Length of residence. Virtually all of the elderly persons
reported that they had migrated to the county, most of them
within recent years. As the data in Table 4.26 reveal, less
than one sixth had lived in the county for 20 years or more.
On the other hand, one third had made their homes in the
area less than five years. This figure is somewhat under-
stated on account of the residence requirement imposed as
part of the description of the universe for study. Nearly two
thirds had resided in the county for less than 10 years.

Table 4.26. Length of Residence in Pinellas County, by Sex,
Household Survey of the Aged, 1959.

Length of residence

Percentages

Total Male Female

Total 100.0 100.0 100.0
Less than 2 years 5.9 6.6 5.3
2 - 4 years 27.3 31.2 23.6
5 - 9 years 30.4 31.6 29.4
10 - 19 years 20.4 18.9 21.7
20 years or more 15.7 11.2 19.9
Entire lifetime 0.2 0.3 0.1
Not reported 0.1 0.2

On the average women had longer terms of residence than
men. Thus 41.7 percent of the women had been in the coun-
ty for 10 years or more as against 30.4 percent of their male
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counterparts. It is likely that this differential resulted from
the fact that wives are usually younger than their husbands,
thus arriving in the county at earlier ages, and that women
enjoy a somewhat longer life expectancy.

In contrast to the white respondents, most nonwhites had
resided in the county for long periods of time, well over four
fifths having moved to the area prior to 1940.

Sources of migrants. Two regions of the United States ac-
counted for more than six tenths of the migrants. Nearly
one third ( 32.4 percent ) had lived in one of the states of the
East North Central region Ohio, Indiana, Illinois, Michi-
gan, and \Visconsin immediately before moving to the
county; and almost as many ( 31.0 percent ) had most re-
cently made their homes in the Middle Atlantic region New
York, New Jersey, and Pennsylvania. Only one other region,
New England Maine, New Hampshire, Vermont, Massa-
chusetts, Rhode Island, and Connecticut had contributed
more than one tenth of the respondents, the proportion being
11.4 percent. The southeastern states, though closest geo-
graphically, had been the last previous residence of only 7.8
percent. Those from foreign countries, including Canada,
comprised only 1 percent. To a marked degree, migratory
streams originated east of the Mississippi River; only 143
persons, 5.6 percent of the sample, had moved from regions
located west of that geographic boundary.

There were no important differences according to sex in
regions of migratory origin.

Social Integration

In view of the findings that nearly all of the older residents
of the county were migrants and had spent relatively short
periods of time in their new communities, it is of interest to
discover the degree to which they had become integrated in,
or a part of, the social and political life. Accordingly, data
regarding three somewhat disparate indicators of social inte-
gration voting registration, social and recreational activi-
ties, and the presence or absence of close friends or relatives

are examined.
Voting registration. Responses to the question, "Are you a

registered voter in Pinellas County?" showed that more than
three fourths of these elderly residents were qualified to dis-
charge this responsibility (Table 4.27). A higher proportion
of men than women reported that they were registered, but
approximately three fourths of the women indicated that
they were entitled to vote. These results suggest an un-
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usually high degree of political activity and concern with
governmental affairs. Unfortunately, a number of signifi-
cant questions cannot be answered from the data at hand. It
would be most informative. for example, to know how many
had voted in the most recent election and whether they had
demonstrated as much interest in county, municipal, and
state elections as in national contests.

Table 4.27. Registration to Vote in Pinellas County, by Sex,
Household Survey of the Aged, 1959.

Percentages
Registration to vote Total Male Female

Total 100.0 100.0 100.0
Registered 77.7 81.5 74.0
Not registered 22.2 18.3 26.0
Not reported 0.1 0.2 --

Voting registration was most prevalent among those aged
70-74 ( 81.2 percent ), and it was nearly as prevalent in the
next higher age bracket, 75-79 years ( 78.2 percent). From
ages 70-74 onward, the proportions decreased with each age
category; yet 67.1 percent of those age 85 and over reported
that they were currently registered. Since there is evidence
from the migration data that most had become residents of
the county near age 65, and only 76.5 percent were registered
to vote in the ages 65-69, the age trend in voter registration
may reflect a tendency for voting to become more common
after a period of several years in the community has resulted
in greater familiarity with local and state affairs.

Similar trends with age prevailed for men and women ex-
cept in the oldest ages. At 85 and over 73.1 percent of the
men reported voting registration, while only 58.3 percent of
the women did so.

Social and recreational activities. In order to obtain some
measure of the number, kind, and range of social and recre-
ational activities, a check list consisting of 26 items was read
to each respondent.* In addition he was requested to state
whether he belonged to one or more of six types of organi-
zations.

Because of the comprehensiveness of the check list, most
persons were expected to report a number of activities.

The items in the check list are as follows: take walks; tend garden or yard; play
s h u ffle boa rd ; fish; swim; go boating; go dancing; go shopping; bowling; drive a car:
take trips: attend dog races, ball games, and so on; sit on green benches; attend Williams
Park programs; attend church; take classes; visit friends; go to bars; watch television;
listen to radio; sew, knit, or crochet; read; work on hobby; play card games; go to
library; other things, to be noted by the interviewer.
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Nevertheless, 25 respondents ( 1.0 percent) failed to en-
counter a single activity for which they could give an affirm-
ative answer; however, an extremely limited number was the
exception; for example, only 17 persons said they engaged
in no more than one and only 45 persons confined themselves
to two activities. On the other hand, more than a thousand
(40.7 percent ) did fairly regularly 11 to 15 of the 26 things
listed, and 116 (4.6 percent ), 16 or more. Larger propor-
tions of men than women reported 11 or more activities
( Table 4,28).

Table 4.28. Number of Check-listed Activities Engaged in Fair-
ly Regularly, by Sex, Household Survey of the Aged, Pinellas
County, 1959.

Number of activities
--

Total

Percentages

Male Female
Total

None
100.0

1.0
100.0

1.0
100.0

1.0
1 - 3 5.1 4.7 5.5
4 - 5 6.9 6.5 7.2
6 - 7 12.7 10.5 14.8
8 - 10 29.0 25.0 32.9
11 - 15 40.7 46.6 35.1
16 or more 4.6 5.7 3.5

Range of activity as measured by this technique decreased
a good deal with age. While less than one percent of those
aged 65-74 reported no activities, 8.0 percent of those age 85
and over were in this inactive category. Similarly, more than
nine in ten persons ( 91.2 percent ) in the lowest ten-year
category engaged in six or more activities, compared with
less than two thirds ( 63.6 percent ) of those who were 85
and over. Yet 12 persons ( 14.7 percent) beyond age 85 indi-
cated that they had 11 or more of these activities as frequent
parts of their usual schedule.

In an effort to determine the nature of the reported activi-
ties, the items in the check list were classified as active, less
active, and passive or sedentary. Among those considered as
active were walks, shuffleboard, fishing, swimming, and
bowling; among those regarded as less active were shopping,
driving a car, attending games as spectator, attending
church, visiting friends, and going to the library; and among
those designated as sedentary were watching television, lis-
tening to the radio, sewing, reading, and playing cards. Each
respondent was placed in the most active category that was
applicable; that is, if he engaged in one or more active pur-
suits, he was classified as active; if he reported no active
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items but One or more less active ones, he was classified as
less active and if he was not involved in any active or less
active pursuits, but had one or more primarily sedentary
activities, he was classified as sedentary.

More than four fifths of these elderly persons engaged in
one or more active pursuits, and most of the remainder had
at least one activity regarded as being in the less-active cate-
gory (Table 4.29). Less than one twentieth were confined
to sedentary pursuits or had none whatever. On a relative
basis, somewhat fewer women than men were in the active
class, but correspondingly more women were classified as
less active, so that the proportion in the sedentary class was
not much higher for women than for men. It seems clear
that very few of the old people were confining themselves to
a rocking-chair existence and that a large majority were re-
markably energetic and mobile.

Table 4.29. Activities According to Activity-Passivity, by Sex,
Household Survey of the Aged, Pinellas County, 1959.

Percentages

Classes of activities Male Female

Total 100.0 100.0 100.0
Active 83.1 89.6 77.0
Less active 13.3 7.2 19.1
Sedentary 2.6 2.2 2.9
None of the above 1.0 1.0 1.0

As expected, activity determined by an active-passive axis
is strongly age-linked. With advancing age, men and women
report fewer active items, more less-active items, and more
sedentary items, and the number of persons with no activi-
ties likewise increases. Table 4.30 presents the magnitude
of changes.

Table 4.30. Activities According to Activity-Passivity, by Sex
and Age, Household Survey of the Aged, Pinellas County, 1959.

Classes of activities

Percentages

Male Female

65-69 85 and over 65-69 85 and over

Total 100.0 100.0 100.0 100.0
Active 91.6 69.2 83.2 55.6
Less active 5.4 15.4 14.8 27.8
Sedentary 2.3 7.7 1.8 8.3
None 0.7 7.7 0.2 8.3
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Two types of organizations-churches and fraternal groups
-accounted for most of the memberships held by the sample
population. The statistics in Table 4.31 reveal a number of
unexpected situations. It is noteworthy, first, that one fifth of
the white population 65 and over did not hold any organiza-
tional memberships and were thus presumably outside the
influence of formal social organizations. The small propor-
tions affiliated with state societies, recreational organiza-

Table 4.31. Membership in Organizations, White Population
Only, by Sex, Household Survey of the Aged, Pinellas County,
1959.*

Percentage reporting membership
Type of organization Total Male Female

Church 66.5 61.1 71.7
Health 1.0 0.8 1.1
Neighborhood group 7.1 6.0 8.0
Civic group 7.9 8.0 7.8
Lodge or fraternal 27.4 39.6 15.4
State society 5.0 3.3 6.7
Recreational 2.6 2.9 2.2
Senior citizen-retired 3.6 3.9 3.3
Other 15.3 13.9 16.8
None 19.3 19.3 19.3

P.rcentages in each column total more than 100.0 because 38.6 percent of the re-
spondents belonged to two or more types of organizations.

tions, and senior citizens or retired persons' organizations
likewise is surprising in view of the importance usually at-
tributed to this aspect of community accommodation to the
need, of the retired. This latter finding suggests that tourists
rather than permanent residents patronize municipally spon-
sored sports, clubs, such as shuffleboard, soci ies of former
residents of certain states, and senior citizen organizations.
Finally, the relatively poor representation in health organiza-
tions, neighborhood groups, and civic groups appears to at-
test to the failure of the respondents to contribute markedly
to community-betterment efforts. In connection with the
importance of church and fraternal memberships, which
usually have been carried forward from earlier life, a rather
limited organizational means of interesting the elderly in the
affairs of their communities seems to exist.

Close personal relationships. Another indication of the
degree to which the respondents had established significant
social relationships was provided by answers to the question,
"Do you have any close friends or relatives in this community
with whom you can talk over personal matters?" and by the
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subsequent question which clarified the relationships. The
results of this inquiry ( Table 4.32 ) showed that somewhat
more than four fifths had close friends or relatives in the
community in which they resided.

Table 4.32. Presence in the Community of Close Friends or
Relatives, by Sex, Household Survey of the Aged, Pinellas
County, 1959.

Presence of close
Percentages

friends or relatives Total Male Female

Total 100.0 100.0 100.0
Friends only 30.4 29.3 31.5
Relatives only 23.9 23.0 24.7
Friends and relatives 27.9 27.9 27.8
Friends and/or relatives (82.2) (80.2) (84.0)
None 17.8 19.8 15.9
Not reported 0.1

Less than 0.1 percent

Summary

The sample population has been described in terms of
certain biosocial and social characteristics and behavioral
patterns and, whenever possible, compared with the national
population in the same ages. The evidence indicates that the
elderly population of Pinellas County differed from the cor-
responding population of the United States in these respects:
The county sample was above the national norms for (1)
educational achievement, (2) proportion married and living
with spouse, and ( 3 ) socioeconomic level; the sample was
below the national norms for (4) proportions of single, mar-
ried-but-separated, widowed, and divorced persons, and ( 5)
proportion in the labor force.

Regarding the social integration of the elderly in the corm-
munities, comparable national statistics are not available.
The findings reflect a high degree of concern with voting,
an impressive amount of social and recreational, activity,
and the presence in the county of close friends or relatives of
a large majority. Organizational memberships were concen-
trated in churches and fraternal groups, suggesting limited
civic involvement. But the same statistics verify that many
of those studied exist in a social vacuum, for nearly one
fourth were not registered to vote, one fifth did not belong to
any organization ( including a church ), and more than one
in six had no close friends or relatives in their communities.

The general theoretical approach has been that migration
to an atypical area such as Pinellas County, which functions
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in a large measure as a residence for retired persons, is selec-
tive in regard to a number of population attributes. The mat-
ter of migratory selection is reported in detail in the following
chapter.
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CHAPTER 5

Differentiating Characteristics of
Recent Elderly Migrants

One purpose of this research was to investigate whether
the problems associated with chronic illness and aging in
Pinellas County differed substantially from those found gen-
erally in the nation. A related question is the object of inquiry
in this chapter: Are the men and women in the older years
who migrate to the county different on the average from the
elderly in the United States? If they are different, what are
the characteristics that set them off, inferentially. from those
who do not engage in such long-distance migrations? Are the
differentiating characteristics significant with respect to the
health of the migrants?

The hypothesis was that the newest residents aged 65 and
over are significantly different from the national population.
This hypothesis was based on the .principle of demography
that migrants differ from nonmigrants as to certain social
characteristics 1- Studies of migration in general show that
age appears to operate most systematically. Whether the
movement is over short or long distances and within or across
national boundaries, the young usually comprise a major
share of the migrants. Differentiation by sex is less uniform
and is related to the particular circumstances of the migra-
tion. At times migrants also may be distinguished on the
basis of race. Finally, marital status may also prove to be a
differentiating factor; for example, in the great migrations
from Europe to America in the latter part of the nineteenth
and early part of the twentieth century, unmarried males
often were disproportionately represented.

Apparently little if any attention has been given to the
question of migratory selection as related to the elderly. This
may have resulted in part from the belief that the matter is
unimportant inasmuch as the aged had been found to be the
least migratory of those in the several age categories. Evi-
dence from recent decennial censuses makes it clear, how-
ever. that in the United States the numbers and proportions
of persons in the later years who change residence are of in-
__ ..

As used in this chapter the term migrants refers to persons who change their
permanent residence from one geostrar hie arca (city, county, state, or country) to
smaller. It should not he confused with the term migratory as applied to persons who
periodically muse from one temporary residence to another in order to engage in
short.term seasonal or occasional employment in different areas.
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creasing significance. For example, net migration between
1950 and 1960 of those 65 and over on the census day in the
latter year is shown by states with the largest gains and
losses: Florida, +246,307; California, +166,174; New York,
108,380; Pennsylvania. 86,681; and Illinois, 84.271.
This trend undoubtedly is associated with the easier mobility
resulting from advances in transportation, the greater "port-
ability" of retirement income, wider knowledge of alternative
living arrangements, and added emphasis on the "right" of
the individual to a pleasant and satisfying old age. One out-
come has been the concentration in certain mild-climate
areas, especially in Florida, California, Arizona, and the Gulf
Coast states, of large numbers of elderly people whose earlier
lives were spent in the northern and eastern states. Inasmuch
as the migration to Pinellas County is part of a more general-
ized phenomenon, the results of the present analysis may
have broad significance.

Method
The procedure followed in testing the hypothesis required

comparison according to specified characteristics of ( 1) the
most recent migrants to Pinellas County among the respond-
ents in the household survey of persons aged 65 and over
with ( 2 ) the population of the United States aged 65 and
over in 1959, the survey year, or in 1960, the nearest census
year.

The respondents who reported that they had lived in the
county four years or less numbered 846 and comprised 33.3
percent of the sample. The assumption is made that this
group reflected the social, economic, and health characteris-
tics of those who had broken their community ties at a rela-
tively advanced age in order to take up residence in a new
community.

The selection for analytic purposes of the respondents
who had resided in the county less than five years when inter-
viewed is a matter of judgment related to the most practical
strategy for the purpose. The comparisons could have been
based on the smaller group who had moved within two years
before the survey, but the number of respondents would have
been inadequate for statistical analysis. The nature of the
elderly migrants may change somewhat from year to year
and increasingly over longer periods, although this seems
unlikely in the absence of major economic, political, or social
events at the national, state, or local levels which would di-
rectly affect the decision to migrate. In any event the use of
the cohort of migrants who had arrived in the county from
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one to four years prior to interview will be understood as
somewhat arbitrary although it is believed to be defensible
in terms of the probability that these persons represented
fairly well the generality of migrants of retirement age who
wok up residence during theyears 1955-1959.

Whenever possible, the national situation is based on data
for 1959 from the Current Population Survey or for 1960
from the decennial census of population. However, in some
instances where comparable data are not published by the
Bureau of the Census, reliance is placed on other national
sample surveys.

The technique used to test differences in proportions in-
volved the calculation of a standard normal deviate and is
described. for instance, by Johnson". The term "statistically
significant" indicates that the differences would not have oc-
curred by chance more than five percent of the time, that is,
a five-percent probability level of significance.

Distinguishing Riosocial and Social
Characteristics of the Recent Migrants

Biosocial Attributes

The recent migrants differed from the elderly of the nation
in respect to race, sex, and age.

Race. The differential in favor of white as compared
with nonwhite migrants was statistically significant. Non-
whites comprised 0.2 percent as against a national value of
7.6 percent'.

Sex. Men were decidedly overrepresented among the mi-
grants, comprising 55.7 percent compared with 45.3 percent
in the population of the United States aged 65 and over'. The
differentials in favor of men hold for each five-year category
from 65-69 through 85 and over, although they are not sta-
tistically significant at ages 65-69 and 80-84.

Age. The elderly who migrated to the county were de-
cidedly younger than would have been true if the movement
had not been selective. For example, persons aged 65-69
made up 49.4 percent of the recent migrants although na-
tionally persons in those ages comprised only 37.7 percent
of those over age 65'. Male migrants were uniformly over-
represented in the lower and underrepresented in the higher
age classes; all of the differentials were statistically signifi-
cant. The same was true of the female migrants for all age
classes except 70-74; in all other cases, the differences were
significant.

60



Social Characteristics

Persons over age 65 who had taken up residence in Pinel-
las County during the past lour years were distinguished
from their counterparts nationally as to marital status, edu-
cational level, household composition, labor force status,
income level, welfare status, and retirement status.

Marna/ status. A much larger share than expected was
married, while smaller shares were single, married but sep-
arated, widowed, and divorced:

Migrants U.S.. 1960'
Single 4.5'; 7.8%
M;Irrit'd, spouse present 76.3 50.9
Niarried. separated 0.6 2.2
widowed 17.5 37.5
*Divorced 1.1 1.6

The same relationship held for men and women considered
separately. For both sexes, the differentials were statistically
significant except for the divorced category: for men, except
for the divorced; and for women, except for the single and
divorced.

When age-specific comparisons were made ( using two age
cla.-;ses, 65-74 and 75 and over ), the nature of the migratory
selection was the samethat is, married persons were present
in larger than expected numbers and those in the other mari-
tal statuses were less numerous than expected. The differen-
tials by age are statistically significant for the single,
married:and widowed for the two sexes considered together;
in addition, they are significant for women and men sepa-
rately at ages 65-74 though not so uniformly for those age
75 and over where much smaller numbers are involved.

Education. The superior educational standing of the mi-
grants is demonstrated by the following comparisons of
regular schooling:

Migrants U.S., 1959"

None 1.1% 6.4%
Elementary school

Less than 5 years 3.9 13.6
5-8 years 39.2 45.6

High school
1-3 years 19.4 11.4
4 years 20.3 10.2

College
1-3 years 7.9 4.9
4 years 6.3 2.9
5 years or more 1.7 1.4
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Except for the category of those completing five years or
more of college study, all differences arc statistically sig-.
nificant.

Household composition. The recent migrants were mem-
bers of husband-and-wife households to a much greater ex-
tent and of one-person households to a much smaller extent
than the representative sample of the national noninstitu-
tional population aged 65 and over interviewed in the
National Opinion Research Center's survey of the health of
the elderly :

Migrants
(N=846)

U.S., 19577
(N=1,734)

Respondent only 13.2% 20.1%
Married couple 76.1 52.6

With spouse alone (70.4) (36.9)
With spouse and others ( 5.7) (15.7)

Respondent with others 10.7 27.1
Not reported 0.2

These differences in the makeup of households, which of
course are closely associated with the findings relative to
marital status, are statistically significant.

Employment. To a markedly greater extent than was
true for the population over 65 in the nation, the migrants to
Pinellas County had left the labor force and were not in paid
employment:

Migrants U.S., 1960h

Male
In labor force 5.5% 30.5%
Not in labor force 94.5 69.5

Female
In labor force 2.9 10.3
Not in labor force 97.1 89.7

These pronounced differences, of course, satisfy the signifi-
cance test.

Annual income. As pointed out earlier in this report,
technical problems make it difficult to compare directly the
income of respondents with that of old people in the nation.
For the present purpose, therefore, the annual income of un-
related individuals and of two-person families are considered
separately.

The recent migrants clearly were in a better income posi-
tion than people of the United States aged 65 and over. This
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may be seen in the following statistics of median income of
unrelated individuals:

Migrants U.S., 19600

Both sexes $1,815 $1,053
Male 2,500 1,313
Female 1,031 960

A similar differential prevailed for median income and
percentage with family income under $2,000 of husband-
and-wife families in the household survey and two-person
families in the Current Population Survey :

Migrants U.S., 19600

Median income $3,081 $2,530
Percentage with family
income of under $2,000 16.5 35.7

The above differences attain the five-percent level of confi-
dence.

Receipt of public assistance. The proportion of the re-
cent migrants receiving public assistance payments was
extremely small, 0.7 percent. far below the average for the
United States. For the sample as reported in the National
Opinion Research Center study mentioned earlier'", those re-
ceiving public assistance made up 15.0 percent. But this
comparison probably is not entirely valid, since eligibility
for public assistance depends in part on length of residence.
Under the Old Age Assistance program, the state residence
requirement is five of the last nine years; under the county
welfare program, one year in the county.

Retirement. The migrants were in the retired status to
a much greater degree than would have been true for un-
selected persons over 65, as may be observed in these statis-
tics for men in which comparison is made with the NORC
data

Migrants U S., 1957'

Retired 96.21;;; 59.30
Not retired 3.8 40.4
Not reported 0.2

Morbidity Characteristics

The question whether the migration of elderly persons to
Pinellas County as a retirement area of mild climate tends
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to be selective of persons who are in better or poorer health
was approached through examination of prevalence rates
for certain conditions. Use of this technique is a compromise
necessitated by the lack at present of any generally accepted
measures of wellness. The following analysis makes use of
rates published by the National Health Survey pertaining to
a probability sample of the noninstitutional population living
in the United States at the time of interview. In the r esent
context it is necessary to keep in mind the limitations of mor-
bidity data collected by the household survey method.

The health of the recent migrants to Pinellas County as re-
flected in interview reports of selected chronic conditions and
impairments differed in several respects from that of older
people in the nation ( Table 5.1). However, these differences
are not uniformly in the direction of lower or higher preva-
lence rates. The following observations itemize the ways in
which the migrant sample departed from the national
norms:

1. The rate for recent migrants reporting one or more of
the selected chronic conditions was significantly lower. The
National Health Survey rates are for persons with chronic
conditions which may or may not be medically attended;*
therefore, the real differential is somewhat smaller than that
shown in the table. Available evidence suggests that the U.S.
rate of 773 per 1,000 would be 10 percent lower if li-4ed
to the medically attended; based on this, the differential in
favor of the Pinellas County respondents would remain large
enough to be statistically significant.

2. The prevalence of high blood pressure ( without heart
involvement ), arthritis and rheumatism, and hearing impair-
ments was significantly lower for the migrants as a group,
while the prevalence of bronchitis was significantly higher.
In addition, they had lower rates for diabetes and asthma and
higher rates for rupture and hernia and visual impairments.

3. Age-specific rates for high blood pressure, diabetes,
arthritis and rheumatism, and hearing impairments were
lower than the national norms; in the case of high blood pres-
sure and arthritis and rheumatism at ages 65-74, the differ-
entials were statistically significant. On the other hand, with

The National Health Survey defines a medically attended condition as one for
which a physician was consulted . . . Consulting a physician includes consultation in
person or by telephone for treatment or advice . , ." See Reference 11, p. 69. In the
county household survey respondents were asked whether they had been told by a
doctor that you now have or have had" any of the listed chronic conditions. Thus con-
ditions reported, in effect, were medically attended, inasmuch as they had had to be
diagnosed by a physician within a twoyear period prior to interview. For this reason the
comparative data for the nation are those for medically attended conditions except in
those cases where the National Health Survey has not published such statistics
separately.
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age controlled, heart disease, rupture and hernia, and visual
impairments were more prevalent among the migrants at
ages 65-74 ( the two latter conditions significantly), and rup-
ture or hernia and visual impairments at age 75 and over
( the latter significantly).

4. Among males, the prevalence rates for one or more
chronic conditions, arthritis and rheumatism, and asthma
were significantly lower in the migrants. (It should be noted,
however, that the Pinellas County data are for asthma only,
those for the nation for asthma and hay fever.) Higher prev-
alence rates were found for the male migrants in the cases
of heart disease, diabetes, rupture or hernia, bronchitis, and
visual impairments.

5. The age-specific rates for males with arthritis and rheu-
matism were lower for migrants in both age classes, signifi-
cantly at ages 65-74; a lower rate for high blood pressure
without heart involvement prevailed at ages 65-74. In con-
trast, higher rates were found in the county sample for heart
disease, diabetes, and rupture and hernia in both age classes,
and a higher rate for high blood pressure at 75 and over;
none of these differentials reached the .05 level of signifi-
cance, however.

6. The prevalence rates for one or more chronic conditions
and for diabetes were significantly lower among female mi-
grants. Moreover, the rates for heart disease, high blood pres-
sure, arthritis and rheumatism, and asthma were lower than
national rates, though not at the required level of signifi-
cance. But th9 rate for bronchitis was significantly higher
and the rates for rupture and hernia and visual impairment
were above the rates for females aged 65 and over in the
nation.

7. The age-specific rates for females with high blood pres-
sure, diabetes, and arthritis and rheumatism were lower in
both age classes than the U.S. rates; that for heart disease
was lower at age 75 and over. Of these differentials, only the
lower rate for diabetes at ages 65-74 was statistically signifi-
cant. Higher than expected rates prevailed among the mi-
grant females for rupture and hernia in both age classes and
for heart disease at ages 65-74.

In summary, the elderly recent migrants to Pinellas Coun-
ty had fewer medical problems as measured by reports of
chronic conditions than their national counterparts but, on
the other hand, the prevalence rates for certain specific con-
ditions were higher than those for the elderly in the nation.

One may reason that the higher prevalence of chronic con-
ditions overrepresented in the sample might have resulted
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from movements into the county that were dictated by health
problems for which a mild climate seemed indicated. In
order to discover the validity of this inference, rates were
computed separately for those who stated they had come to
the area for reasons of health and for those whose migration
was attributed to other reasons,

Of the 846 recent migrants, 128 (15.1 percent ) specified
their health as a principal reason for moving to Pinellas
County. while the remaining 718 persons gave other reasons
without mention of health as a motivating factor.

Those who had migrated for other than health reasons
tended to have lower prevalence rates for most conditions
(Table 5.2). For the group as a whole, the number with one
or more chronic conditions was significantly lower, as were
the numbers with high blood pressure, arthritis and rheuma-
tism, and hearing impairments. These migrants had lower
rates for heart disease, diabetes, and asthma, though the
differences did not attain levels of statistical significance.
On the other hand the prevalence of rupture and hernia,
bronchitis, and visual impairments was greater. It is of
interest, moreover, that the rates were lower than the na-
tional norms for all conditions with prevalence rates in ex-
cess of 100 per 1,000 persons, that is, for arthritis and rheu-
matism, hearing impairments, heart disease, and high blood
pressure; and that the differences in the case of three of these
four major conditions were significantly lower. The com-
bined prevalence rate for the three conditions found to be
overrepresented ( rupture and hernia, visual impairments,
and bronchitis) was 108, less than that for high blood pres-
sure alone.

The males whose migration was not occasioned by poor
health were somewhat at a disadvantage as compared with
the corresponding females (Table 5.2). The sex differential
is particularly striking at age 75 and over.

Comparison of the chronic disease prevalence rates with
those of the United States for the 128 recent migrants who
attributed their move to health problems shows clearly that
they were in decidedly poorer health (Table 5.3). For the
group, rates for the selected chronic conditions and for those
with one or more chronic conditions were higher than the
national levels, except for diabetes, for which the rates were
virtually identical. For heart disease, rupture or hernia, and
hearing impairments, the differences were statistically sig-
nificant despite the small sample size. For males 65 and over,
all the comparable rates were higher, significantly for heart
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disease, visual impairments, and one or more chronic con-
ditions; for females 65 and over, all the rates were higher
except for heart disease, diabetes, and hernia. With very few
exceptions, the age-sex-specific rates of those who had moved
to the county on account of health exceeded those of the
corresponding classes nationally.

Interpretation
These findings as to the selectivity of the migratory move-

ment of people who have attained or passed age 65 suggest
several interrelationships among the social and health fac-
tors. The results indicating that the migrants were above
average with regard to the comparable biosocial and social
characteristics are congruent with common-sense interpre-
tations. The predominance of persons aged 65-69 would
logically be related to fairly recent retirement which created
the opportunity to change residence; these "younger" elderly
people also on the average had relatively large energy re-
serves for the task of readjustment in a new place. Moreover,
people most recently retired usually have higher average
income due to the trend toward increased pensions based on
earn'ngs in an economy of rising price levels and greater
benefits under governmental insurance plans.

The generally higher socioeconomic levels of the movers
probably are directly related to the financial ability to effect
an expensive change of residence; to an above-average
knowledge of living arrangements and places; and to defini-
tion of retirement as earned leisure to be enjoyed rather than
a time to restrict activity and husband strength while await-
ing the end of life.

The three closely associated characteristics, higher sex
ratio, overrepresentation of married persons, and predomi-
nance of households made up of married pairs, strongly
suggest that the migrant stream is composed mainly of mar-
ried couples. A corollary is that the nonmarriedsingle,
widowed, divorced, and married persons separated from their
spousesplay but a small part in the total migratory activity.
The process of adjustment in an unfamiliar community
would appear less threatening to married couples who de-
pend upon each other for companionship and mutual support
in dealing with problems that arise; and more threatening
to an elderly person alone.

The low frequency of paid employment and the high fre-
quency of retirement was compatible with the description of
Pinellas County as a residential area for those who have left
the work force; nevertheless, the degree to which people were
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not in employment and conceived of themselves as having
left the active working category was impressive. Migration
had not been in response to the "pull" of economic opportun-
ity, in tl,:s respect it differed diametrically from similar move-
ments of those still earning a living. Economic motivation
was a factor only where the belief existed that income would
go further because of expected lower living costs in the
county,

If prevalence of' chronic disease as reported in interviews
can be considered a valid and reliable indicator, then the
recent migrants were in better health than the generality of
persons of their sex and age in the population of the United
States. lint the differentiation into those for whom improve-
ment or maintenance of their own health was a motive and
those for whom it was not, at least, a major factor, proves to
he crucial. The "health movers" were a disadvantaged class,
with prevalence rates for the selected chronic conditions and
impairments above the national norms. In contrast, the
"non-health movers" had rates well below those of their coun-
terparts in the nation.

Earlier, it was pointed out that persons whose movement
to the county was not for health reasons were less likely to
have conditions which are the more common causes of death.
This group was below the national level for prevalence of
heart disease, high blood pressure, diabetes, and arthritis and
rheumatism. it was above the national norms for rupture and
hernia and for bronchitis. In 1960 the age-specific death
rates per 100.000 population for the comparable selected
causes in the United States were'':

nkeascs of the art ( 400-
402, 410-44.;

65-74
years

1,7-10.5

75-84
yeztrs

4,089.4

85 years
and over

9,317.8
Other diseases of the heart

430.434 58 9 148.6 363.8
I I% pertensive heart disease

174.9 450.2 984.2
Dia Iwtcs t 260 ) 03 4 163.7 181.7
Arthritis and rheumatism
Bronchitis ( 500-302 ) 9.9 16.1 32.7

Ninnlirs .tiler n1 &All
Inn mat Innal l'155

:\:nt no 'mkt] the 5(1 st i it muses of death published by the U, S. Public
Iltalth si rs ttr in Ilt Icrern e 1M

are ,,,o.:;0 numbers of the Seventh Revision of the

The combined death rates for the cardiovascular diseases and
diabetes which were the underrepresented conditions in the
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survey population were 2,067.7, 4.851.9. and 10,847,5 for
the three older age groups. Thus persons with these condi-
tions are less likely to move to the county than those whose
afflictions are less grave in nature. In contrast bronchitis and
arthritis and rheumatism, which were commonly reported
chronic conditions, appeared to have been factors encourag-
ing migration to a milder climate.

The differentials with respect to visual and auditory im-
pairments pose a difficult problem for interpretation. As
previously stated, for the entire 846 recent migrants visual
impairments were significantly higher than the national
rates with age controlled, while hearing impairments were
significantly lower and consistently ( but not significantly)
lower with age controlled. No explanation for these findin,s
appears obvious. But definitions of the impairments as used
in the Pinellas County study and the National Health Survey
( detailed in footnotes 9 and 11, table 3.1) differed some-
what.

Sum mary

A comparison has been Made of 846 recent migrants ( one
to four years' residence ) to Pinellas County, Florida, with
the population of the United States aged 65 and over, holding
sex and age constant when the national data made this feasi-
ble. in an effort to test the hypothesis that long-diQance,
elderly migrants are a selected class. The hypothesis has
been confirmed: the analysis demonstrates that the migration
had tended to select (1 ) white persons, males, and those
aged 65 -60: ( 2 ) married persons rather than the single,
widowed. separated. and divorced; ( ) those of above-aver-
age educational level: ( 4 ) two-member rather than one-
member households: (5) retired persons who had not re-
entered the labor force: and (G) those with higher than
average income. The health of the recent migrants, as meas-
ured by prevalence rates for chronic conditions and impair-
inen ts. was superior to the national norms: and the favorable
differential was even greater for the majority who did not
cite health as a factor motivating movement to the county.
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CHAPTER 6

Chronic Conditions, Impairments, and Limitation
of Activity and Mobility

In previous chapters the objectives and methodology of
this ,;tudv have been outlined. and the social characteristics
of the sample population described as the background for
consideration of the health problems of this aged population.
This chapter is the first of two devoted mainly to an examina-
tion of the survey data dealing with morbidity and health-
care aspects of the findings. In the simplest terms, the ob-
jectives of this phase of the study were to determine how Iva
or how sick the aged persons were, to identify the kinds of
illnesses. defects. and disabilities experienced, and to dis-
cover what actions they have taken to satisfy their medical
care needs.

Several community and national household surveys have
been reported which attempted by methods somewhat similar
to those employed in the present investigation to establish
prevalence rates for selected chronic diseases and impair-
ments. Of particular value are the reports of the continuing
National Health Survey, conducted by the U. S. Public Health
Service, which present national prevalence rates for selected
chronic conditions. Since these findings may be represented
as national norms, they INA be offered for comparison with
the Pinellas County findings.

For the survey and analysis, health status was defined as
the degree to which the individual was free from acute and
chronic diseases and physical impairments as reported in
interviews. The concept of health or "wellness" is difficult to
make operational and. as a consequence, more commonly
populations are described in terms of the medical conditions
present rather than the absence of disease or disability.

In addition to determining the prevalence rates for certain
specific chronic diseases and impairments, the study popu-
lation was examined to ascertain how well those with or
without these conditions met the demands of daily activity
and independent living. Recognizing that a relatively small
percentage of individuals in any community require a dis-
proportionate amount of health and welfare services, those
groups disadvantaged in terms of chronic illness and physi-
cal disability were studied in detail. Particular attention was
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given to the circumstances that may have had a bearing on
the preventive or remedial actions taken, or should have been
taken, to alleviate their problems.

The household survey has been used mainly ( 1 ) to deter-
mine prevalence rates of specified conditions and ( 2) to ob-
tain certain other knowledge required for community health
planning. The latter was the principal objective in the pres-
ent survey, and it was believed that the validity and reliability
of responses obtained by this method would satisfy the stated
requirements. The household interview survey was used
cross-sectionally in this instance and a retrospective dimen-
sion was added by using a two-year observation period for
certain questions.

Techniques and Concepts

The techniques employed in eliciting specific classes of
information and the concepts of central importance to the
overall purposes of the study are described in order to clarify
the nature of the observations. Most of the morbidity data
was collected by the use of two techniques. First, a list of
50 common symptoms of chronic illness was read to the re-
spondent., who had been instructed to answer in the affirma-
tive for any of the symptoms he had at the time of interview.
Second, using a list of 23 common conditions, including acci-
dents and operations. the respondent was asked if a doctor
had told him that he then had or had had during the preced-
ing two years any of the listed conditions.

Sqmptonis Clwck List

The "symptoms technique," a modification of an approach
used earlier in surveys of illness as developed by Schuler and
his co-workers.-, is statistical as distinguished from the
clinical technique more familiar to medical practitioners. The
Michigan sample included persons of all ages and acute as
well as long-term conditions; however, the Pinellas County
study was limited to older people and focused on chronic
conditions. Observations in the Michigan study were vali-
dated by medical examinations of a random sample of per-
sons to whom the schedule had been administered. In 80
percent of the cases there was agreement between the symp-
toms approach and the results of the medical examination'
and this was judged sufficient to warrant use of the tech-
nique. In the Indian Health Survey conducted by the Public
Health Service" the validity of' the approach v. as tested, with
a general correlation being observed between the number of
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symptoms found in the interview survey and the number of
medical diagnoses revealed by clinical examination. Recent-
ly Rosenfeld and his associates' have noted that "the symp-
tom survey should remain a valuable tool for exploring
unmet need. for several reasons: ( ) It is the recognition of
symptoms by the individual that generally motivates a person
to seek medical care. ( 2 ) Certain symptoms are often asso-
ciated with serious illnesses which deserve medical attention.
(3 ) Disabling symptoms require attention even though they
may not be accompanied by physical or physiological changes
discernible by usual diagnostic procedures. (4) While the
patient may not be able to report illnesses by diagnosis, he
should be able to describe symptoms he had experienced,
whether or not medical care has been received."

The symptoms approach can be used in a household inter-
view survey as a screening device for chronic conditions.
Feldman- says. -It may well be possible to design batteries
of morbidity questions with adequate sensitivity and selec-
tivity to serve as a screening device. Higher sampling ratios
would be used in the strata of suspected cases than in the
stratum composed of those who are ostensibly well. If the
results of the screening device correlate reasonably well with
the findings of clinical examination and if the sampling
ratios in the various strata are in proper proportion to each
other, great gains can be attained in the efficiency of the
clinically examined sample."

_The check list of 50 common symptoms ( Appendix B,
Pp. 6 -9) suggestive of chronic impairment for inclusion in
the interview schedule was developed in seven groups: gen-
eral nonspecific. neuromuscular, gastrointestinal. cardiovas-
cular-respiratory, musculoskeletal. genitourinary. and foot
conditions ( to be specified). If the respondent verified that
he suffered from a given symptom. he was asked if this com-
plaint was now under treatment. An example of the use of
the "symptoms technique" and its application to collecting
morbidity data is supplied by a respondent who indicated that
he now had or had had heart trouble. If this individual an-
swered in the affirmative to one or both of the following
questions,

"Does shortness of breath prevent you from walking up-
stairs or as far as 2 or 3 city blocks?"
"Are your feet or ankles swollen at bedtime?"

it was reasonable to assume that he did have heart trouble
and was suffering from some degree of cardiac failure, He
was no doubt in a much more serious condition than the
individual who reported a diagnosis of heart trouble but had
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none of the symptoms listed that suggested cardiovascular
system disease.

Chronic Conditions Check List
The check list of chronic conditions included most of the

high prevalence diseases, such as heart trouble, high blood
pressure, stroke, and arthritis and rheumatism ( Appendix B,
p. 16 ). Each respondent was asked, "Have you been told by
a doctor that you now have or have had any of the following
conditions during the past two years?" The list was then
react to him. Affirmative answers were followed by a series
of eleven questions to determine whether during the past two
years the reported conditions had been treated by a medical
doctor, an osteopath. other practitioner. or in a private or
public medical clinic: whether hospitalization, nursing home
care, full-time or visiting nurse care at home had been re-
quired: and whether the condition was now under treatment.
In addition, the limitation of mobility imposed by the condi-
tion was measured in terms of confinement to the house, a
chair, or bed and limitation of activity in terms of functional
disability. Finally, the duration of the disability was recorded
in periods varying from less than one week to two years
more. Following this sequence of items, an additional ques-
tion was asked about any other conditions under medical
care: it disclosed occasionally the presence of some acute
condition.

Special sections of the schedule were designed to obtain
the information necessary to appraise the status of vision and
hearing and to determine the condition of the teeth and the
existence of dental problems.

At an earlier point in the schedule a comprehensive ques-
tion dealt with the activities which the respondent engaged in
-fairly regularly now." At the end of the schedule provision
was made for recording the interviewer's impressions of the
respondent's activities, appearance, manner of' walking and
gait. interest, attitude. comprehension, physical appearance
and nutrition, and obvious hearing loss or speech defects.
By utilising these four sections, activities, symptoms, chronic

41 conditions, and interviewer impressions. it was possible to
edit the schedules for internal consistency. , For example, if
an- individual reported participation in swimming and golf,
but had symptoms of heart trouble, admitted to hypertension
and looked obviously infirm to the interviewer, it was unlikely
that the answers were reliable. When. such inconsistencies
were discoYered, a conference with the interviewer and, if
necessary, a return visit to the respondent resolved these
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discrepancies. The sequence of these four sections was es-
tablished to permit these checks. The intent was to reduce
the possibility that statements about activities and symptoms
might be biasucl if the items had been arranged in the reverse
order. It was reasoned that if an individual had heart trou-
ble. he might think in terms of Lime symptoms he should have
and the activities appropriate to both of these answers.

l'aiidity u/ Appropriateness of tlw Household
Interview Survey Alethod

In spite of the care with which a household interview sur-
vey is conducted, this method for collecting morbidity and
social data has certain well recognized and inherent limita-
tions. Some of these have been discussed. It is important to
consider the 1S.)57 report of the study of chronic disease con-
ducted in Baltimore". After comparing morbidity reported by
household informants with the results of a clinical evalua-
tion of a subsample of time population involved, "the study
staff' was forced to conclude that the one-time household
interviewat least as conducted in this instanceis, when
used alone. of little value in measuring the prevalence of
all diagnosable chronic disease, or even of diagnosable
chronic disease known by the respondent to exist." It was
found that "less than one fourth of diagnosable chronic
conditions were reported in terms meeting the broad defini-
tion of match with clinical evaluation diagnoses. When con-
ditions which could not have been reported are excluded, the
proportion of evaluation diagnoses matched by interview re-
ports increases only to 3 out of 10 . .. The completeness of
reporting varied widely among diagnoses." The possible
reasons for these results which are discussed in the Baltimore
report'" include (1) the deliberate withholding of informa-
tion. 2 ) failure to remember. ( 3) not being under medical
supervision. ( 4 ) intentional withholding of information from
the patient by the physician. ) the respondent's lack of
knowledge of the conditions affecting other family members
( a difficulty not applicable in the Pinellas County survey ),
(6) respondents' differing concept of what constitutes dis-
ease. ( 7) withholding of information concerning diseases
considered to he socially stigmatic. such as syphilis, mental
disorders, and tuberculosis. ( 8) sex-organ diseases, and (9)
the relative mildness of severity of much disease. 'The major
conclusion is that the reporting of morbidity by this method
underestimates substantially the true prevalence of diag-
nosable disorders.
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hi a thorough review or the household interview survey,
Feldman' considered this technique for the collection of
morbidity data and discussed its merits and the accuracy of
diagnoses derived from interview surveys. Various aspects
are dealt with, including the validity of response and how
this !ny be affected by the quality of the sample, refusal
rates, single visit versus periodic visits, and self-respondents
versus household informants. In the discussion of diagnoses
he stated that it is reasonable to take the results of autopsy
and the laboratory as the standard of diagnostic accuracy for
epidemiological investigation. This is in no sense to imply
that information bearing on, the subjective component of
illness will in the end turn out to be any less valuable to so-
ciety than knowledge of organic processesit is simply that
the functions of the two types of knowledge are different and
we are here concerned with medical research rather than
social planning." Further. "It should be noted that in inquiries
operating on the level of gross ratings of health, medical
validity may not always be necessary." He observed that
behavior toward health by the individual is determined in
pat t by his judgment rather than by more objective criteria
and that the discrepancy between clinical findings and the
judgments expressed in an interview need not invariably
constitute a serious problem. He supported this position by
stating in effect that there is the likelihood of somewhat
greater agreement between the survey responses and the
evaluation of the respondent's health by his own regular
doctor as compared to the more stringent criteria used in
a single-contact visit for clinical evaluation. In a conclud-
ing statement regarding household interviews he added,
"Actually, these surveys [household interviews l had as their
objectives primarily the provision of data for public health
purposes rather than for purposes of medical research. Con-
ceivably the attending physician's diagnosis of markedly
disabling conditions is a suitable criterion for the validity of
some types of public health data." However, his final con-
clusion was that while the household interview alone as a
technique for epidemiologic studies of disease leaves much
to be desired from the point of view of diagnosis, neverthe-
less, designed with adequate sensitivity and selectivity, it
might serve as the first step in a double-sampling procedure.
It would be followed by clinical examinations of additional
samples of those individuals or groups that, based on the
interview data, are obviously suspect for chronic diseases.

A two-year recall period was used to provide a-greater op-
portunity for the respondent to have had a medical incident,
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that is illness and medical care. The interpretation of house-
hold uiieryiew data and its significance rests on the recogni-
tion of limitations of the method and on the purposes for
which conclusions based on these data arc to be used. The
wisdom of using a two-year recall period for this or any other
age group may be questioned because of the notable difficulty
of remembering accurately for this length of time. The long
recall period has been shown by other somewhat similar
surveys to result usually in underreporting of incidents. Too,
theie is the increased possibility of "honest" error in respect
to the zt_. orate recall of experiences, their date and order.
To some extent at least. this error may have been offset by
the fact that individuals judged physically or mentally in-
capable of response to the questions were excluded by defini-
tion from the universe on the basis of interviewer observa-
tion and by review and editing of questionable schedules.
This type of reasoning begs the question of accurate medical
diagnosis. but members of this retired and unemployed popu-
lation had encogh "leFaire time" to he preoccupied with their
own health and medical services, and it seemed a reasonable
premise that illnesses and expenditures would make a deep
impression on their memory. With full recognition of the
dangers and limitations of data obtained by this technique.
the investigators believed that there was adequate response
validity to enable them to pursue the objectives of the study.

Many questions were raised in the report of the Baltimore
Study" regarding the validity of the household interview for
the determination of morbidity rates. From a practical point
of view, the objectives and the use of findings in the Balti-
more and Pinellas County studies were not similar. The de-
velopment of accurate prevalence rates for chronic illness of
all degrees of severity is beyond the scope of the household
interview method. Nevertheless, when used as an indicator
of known and recognized disease or disability, it provides
broad knowledge about a population in terms of what they
see and feel as their medical and health-related problems.
It also gives insights of a medical and social nature which
aid in sound planning for community health services.

Presumably, withholding of information may have oc-
curred in a small percentage of interviews (3.9 percent)
because of religious beliefs. In some instances, informants
thought that this "health survey" was directly related to the
much publicized campaign for Social Security-linked medical
care for the aged. Under these circumstances an exaggera-
tion of health problems and need for medical care was a
possibility: failure to remember conditions and "medical
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incidents" 11 la V have offset this tendency. in general. re-
spondents were ready and eager to report their felt and
recognized problems. and many of them exhibited hospital
accounts and drug bilk to support their statements,

The Occurrence of chronic conditions was recorded only
when the respondYnt had been told of them by a doctor.
About $0 percent stated that they had a private or family
physician in the community, suggestive but not factual evi-
dence of medical attention. The degree to which physicians
%vithhold information from patients is unknown. In sonic
cases symptoms disclosed presumptive evidence of chronic
conditions that the respondent did not consider disease.

Health Status of the Fidel.
General Comments

Nlanv groups have been interested in the health of older
people for sonic, time, motivated by the genuine need to ob-
tain a valid picture of the older person and his health prob-
lems for the purpose of providing medical care. hospitaliza-
tion. nursing-home care, drugs. and other health-related
services. The emergence of chronic illness as the number
one health problem in the nation and the association of such
illness with aging has tended to focus the attention of physi-
cians, organized medicine, hospital administrators, welfare
departments. voluntary health agencies, and official health
agencies on the older person as a medical entity.

The interest of public health in this situation grew natural-
ly out of the federal. state, and local agencies' major responsi-
bility for the total health of the community. A knowledge of
the aged in respect to their medical problems is essential for
community health planning to meet the growing needs of
this increasing segment of the population.

The arbitrary use of age 65 as the boundary between ma-
ture adulthood and old age has obvious shortcomings. Many
individuals beyond age 65 clearly are misclassified if desig-
nated aged. Nevertheless, a more or less typical picture, or
stereotype. has been developed lw both professional workers
and the public at large. It includes characteristics of infir-
mity, physical impairments, and senility. Apparently this
stereotype was formed through contacts with the elderly
persons who do fit the description and who comprise the
"ha7c1 core" cases so often seen on hospital wards and in wel-
fare offices. Measured against the entire older population, as
its health situation is revealed in surveys of probability
samples, this image is patently in error; yet it is the picture
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in the minds of a great 11 W' peOphs Whet' they think of old
people collectively.

Precaleace of C'broale Diseases

Although this study is concerned with the level of health
of the sample population. it was necessary to turn to preva-
lence of chronic conditions as the only feasible method of
approaching the matter. In this section, the same procedure
is followed as that adopted lw the National Health Survey of
u,;ing prevalence of oue or more chroaic diseases (1+ chronic
diseases) in a population as an index of departure from
health. Obviously, this measure has no validity if applied
on 111 individual basis. especially in view of the highly sig-
nificant distinction between chronic condition and chronic
illness. but it constitutes a valuable technique for use with
broad population groups.

In the following analysis the terms ( I ) chronic diseases,
2 ) impairments. and ( 3 ) limitations of activity and mobil-

ity are used to designate categories of chronic conditions.
Chronic diseases refers to such conditions as heart disease,
hypertension. diahetes. and arthritis and rheumatism. Im-
pairments comprise hearing and vision defects. Limitations
0) activity and mobility ( defined operationally below ) refers
to specified disabilities of function and movement. In the
analysis which follows. these three categories of chronic con-
ditions arc mutually exclusive; for example, the term "one or
more chronic diseases" excludes both impairments and limi-
tations of activity and mobility.

Chronic diseases diagnosed by physicians are extremely
common among persons over 65 years of age ( Table 6.1 )
and two thirds of those in the sarpnle 'ed having one
or more of these diseases. TI1 . , ..newhat higher
for those aged 75 and over .ipared visit nose aged 65-74.
Although the diferenc,' in prevalence rates for men and
women %v(_,re a ,nose for women were higher in both
age grot
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Table 6.1. Number of Persons with I+ Chronic Diseases and
Rates per 1,000 Persons, by Sex and Age, household Survey of the
Aged, Pinellas County, 1959.

Age and sex Total

With 1+ diseases
Number Rate

Total 654- 2,544 1,677 659
Male 1.246 805 646
Female 1,298 872 672

65 - 74 1,776 1,139 641
Male 847 534 630
Female 929 605 651

75+ 768 538 701
Male 399 271 679
Female 369 267 724

The relation of income level to prevalence of chronic dis-
eases is presented in Table 6.2. Consistently those in the
lowest income class had higher rates. There was no signifi-
cant difference, however. between those with incomes of
$1,500-52.999 and those in the 53.000+ class. The increas-
ing prevalence with age holds only for the two lower income
classes: there is no such increase in those with incomes of
53,000 or more.

Table 6.2. Number of Persons with 1+ Chronic Diseases and
Rates per 1,000 Persons, by Sex, Age, and Income, llousehold Sur-
vey of the Aged, Pinellas Counts', 1959.

Both sexes

With 1+ dis.
Age and
annual income Total* No.* Rate

Total 65+

With

Total*

Male

1+

No.*

Female

dis. With 1+ dis.
RateTotal* No.* Rate

Under 51,500 552 398 721 167 108 647 385 290 735
$1.500 $2.999 989 641 648 521 339 651 468 302 645
53,000+ 896 586 654 513 340 663 383 246 642

65 - 74
Under 51,500 327 226 691 88 54 614 239 172 720
$1,500 - 52,999 707 442 625 348 912 610 359 230 641
53,000+ 668 439 657 375 255 680 293 184 628

75+
Under 51,500 225 172 764 79 54 684 146 118 808
$1.500 - S2,999 282 199 706 173 127 734 109 72 661
53.000+ 228 147 645 138 85 616 90 62 689

Ilecause of omission of those whose imorne ssas not reported, sertical columns do not
sum to totals for atte-sex eateltorms shown i 11 I able 6.1.

The role of income specific for sex and age was studied
also, and in the lowest income group chronic diseases were
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more frequently reported by women. This difference was
consistent For the younger and older age groups. There were
no consistent differences between men and women in the two
higher income grou,,-;.

It would be useful to compare the county and national
rates for prevalence of one or more chronic diseases, how-
ever, this cannot be accomplished because the National
Health Survey has not published such data separately for
persons who were medically attended.

Vision and Ht.aring Impairnwnts

The importance to the elderly individual of adequate vision
and hearing is generally recognized. Serious loss of either of
these faculties frequently makes the difference between func-
tioning independently in the community and considerable
dependence on other people.

In the preseri. survey, the existence of serious visual de-
tects was sough t by the use of the question. "Is your sight or
vision so pent' that you find it difficult to read newspapers or
magazines ?' i tie interviewer explained that the inquiry re-
lated to problems experienced whether or not glasses were
used by the respondent.

As measured by this criterion, significant visual impair-
ment was reported by nearly one person in ten ( Table 6.3).
The prevalence rate for males was considerably lower than
that for females. Rates increased sharply with age for both
sexes. Of %yomen aged 75 and over, one in five reported this
impairment.

Table 6.3. Number of Persons with Visual impairment and
Rates per 1,000 Persons, by Sex and
the Aged, Pinellas County, 1959.

Age and sex Total

Age, Household Survey of

\Vith visual impairment
Number Rate

Total 65 f. 2,544 245 96
Male 1,246 106 85
Female 1,298 139 107

65 - 74 1,776 106 60
Male 847 42 50
Female 929 64 69

75+ 768 139 181
Male 399 64 160
Female 369 75 203
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The statistics in Table 6,4 disclose the consistent inverse
relationship between visual impairment and amount of an-
nual income. Without exception, and within each age-sex
category, persons with lower income reported serious difficul-
ty with vision in greater proportion than those with higher
income. This was true for each sex. The higher rates for
women were observed when income was held constant,
though at ages 65-74 in the S3,000 and over income class the
rates were essentially the same. The moat striking contrast
was between women aged 65-74 in the $3,000-and-over
bracket and those aged 75 and over in the under-$1,500
bracket visual impairment was nearly seven times as prev-
alent in the latter as in the former group. Whether this
finding represents an association between the fact that older
persons who are disadvantaged economically have more
chronic disease on the average and that there is a relationship
between these conditions and visual impairment, or whether
it is simply a question of economic inability to obtain ade-
quate eye care is not known.

Table 6.4. Number of Persons with Visual Impairment and
Rates per 1,000 Persons. by Sex. Age, and Income, Household
Survey of the Aged, Pinellas County, 1959.

Age and
annual income

Total 65+

Both sexes Male Female

With vis. imp. With vis. imp. With vis. imp.

Total' No. Rate Total* No.' Rate Total* No.* _late

Under $1,500 552 95 172 167 28 168 385 67 174
S1.500 S2,999 989 89 90 521 45 86 468 44 94
S3,000± 896 55 61 513 30 58 383 25 65

65- 74
Under $1,500 327 38 116 88 9 102 239 29 121
S1,500 S2,999 707 40 56 348 18 52 359 22 61
$3,000+ 668 25 37 375 14 37 293 11 38

75+
Under $1,500 225 57 253 79 19 240 146 38 260
S1,500 - $2,999 282 49 174 173 27 156 109 22 202
53.000+ 228 30 132 138 16 112 90 14 156
* Became of omission of those whose income was not reported, vertical columns do not
sum to totals for aLic-sec catcLiorics shown in Table 6.1.

In comparing the Pinellas County results with those from
the National Health Survey, it is necessary to consider a
slight difference in techniques which may have influenced
the nature of the data. The National Health Survey item
was: "Can you read ordinary newspaper print with glasses?"
The phrase "difficult to read" in the present survey may have
been interpreted somewhat more broadly than the words "can
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you read?" in the national survey. The NILS report separated
blindness, interpreted as negative responses to their question
from "other visual impairment.- defined as "persons who
were blind in one eye but had sight in the other, or who had
poor vision or trouble with seeing in one or both eves but were
not blind, as defined." The rates shown in Table 6.5 for the
United States older population are for blindness and other
visual impairment combined.

The comparison indicates that prevalence rates for visual
impairment in the county are somewhat lower for the elderly
group as a whole. and for those aged 65-74, but higher than
the national rates for those 75 years of age and over.

Table 6.5. Rates per 1,000 Persons with Visual impairment, by
Age, United States, 1957-1958, and Household Survey of We
Aged, Pinellas County, 1959.

Age United States Pinellas County

Total 65-i- 103 96

65 - 74 75 60
75+ 158 181
.

Hearing

The information regarding hearing loss was obtained by
two questions: "Is your hearing affected in one or both ears?"
and "Is this loss of hearing slight, moderate, or total?" For
purposes of analysis the degree of loss was somewhat arbi-
traril-, classified as major or minor. If slight impairment in
one or both ears or moderate or total impairment in one ear
only was reported, the loss was designated minor. Moderate
loss in both ears. mooerate loss in one ear with slight or total
loss in the other. or total loss in both ears. as well as total loss
in one ear with slight or moderate loss in the other ear was
classified as major impairment.

More than a third of the respondents had experienced
sonic hearing loss; this problem, therefore, must be regarded
as important among older people in the county (Table 6.6).
Prevalence rates were considerably higher for males than for
females and, as would be expected, much greater at age 75
and over.
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Table 6.6. Number of Persons with Hearing Impairment and
Rates per 1.000 Persons, by Degree of Impairment, Sex, and Age,
Household Survey of the Aged, Pinellas County, 1959.

Age and sex Total

Any loss

Number Rate
N1ajor loss

Number Rate

Total 65+ 2,544 915 360 237 93
Male 1,246 529 425 136 109
Female 1,298 386 297 101 78

65 - 74 1,776 538 303 106 60
Male 847 317 374 55 65
Female 929 221 238 51 55

75+ 768 377 491 131 171

Male 399 212 531 81 203
Female 369 165 447 50 136

One fourth of all hearing impairments for both men and
women was classified as loss of major degree, as previously
defined. Major impairments comprised a higher proportion
of all losses in the higher than in Ole lower age group; the
differential being especially great for men. But the striking
fact is that the prevalence rate for major hearing loss rises
abruptly with age: it is nearly three times as high for those
of both sexes who are past 75 as compared with those in the
younger age group.

Some tendency was found for hearing loss to be inversely
related to annual family income (Table 6.7); however, by
age 75 about half the county residents had experienced some
impairment. regardless of socioeconomic status.

The comparison in Table 6.8 of prevalence rates for
hearing impairment among older people in the nation and
the county indicates considerably more deafness and near-
deafness in the latter. The differentials undoubtedly are
related to divergences in the methods used in the two sur-
veys. In the Pinellas County study the basic question re-
ferred to hearing being "affected in one or both ears." The
comparable NI-IS item inquired about "deafness or serious
trouble with hearing". Consequently, the community survey
question elicited responses relating to slight impairment
which would not have been detected by the item in the NHS
check list,
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Table 6.8. Prevalence Rates per 1.000 Persons with Hearing Im-
pairment, by Age, United States, 1957-19581'2, and Household Sur-
vey of the Aged, Pinellas County, 1959.

Age United States Pinellas County

Total 65+ 172 360
(35 - 74 129 303
75+ 256 491

Limitation of Activity and Mobility

Disability was assessed with respect to (1) function in
daily living and (2) confinement. The inquiries as to such
limitations xvere made only when the respondent reported a
chronic condition diagnosed by a physician, had experienced
an accident, or had undergone surgery. All except six in-
dividuals classified as disabled had one or more chronic
diseases of which they were aware.

Functional disability, referred to as limitation of activity,
was determined by the following question, asked in connec-
tion with each specific chronic condition, accident or surgical
procedure: "Does this now keep you from ( 1) feeding your-
self? ( 2) dressing yourself? (3) going to the bathroom? (4)
calking outside? ( 5) doing ordinary housework? (6) climb-
ing steps or stairs? ( 7) going shopping? or (8) gardening?"
For analytical purposes the first three responses were classi-
fied as major limitation of activity, the remainder minor
limitation. Therefore, those with major functional disability
could not feed themselves, dress themselves and/or go to the
bathroom.

Confinement, referred to as 'imitation of mobility, was
rated on the basis of answers to this question, also asked in
relation to specified conditions: "Does this bother you ene..gh
now to confine you ( 1 ) to bed? ( 2) to a chair? (3) to the
house?" If' the respondent wp unable to leave itis bed or
chair. the limitation was classified as major; if confined to
the house but otherwise able to move about, he was regarded
as having a partial limitation of mobility.

The evidence as presented in Table 6.9 showing that
about one tenth of those in the probability sample of pet-sons
65 years of age and over were functionally disabled has to
be interpreted with the universe of study in mind. It will be
recalled that the definition of the population in the survey
design specifically excluded all those physically and mentally
incapable of responding to the questions and the entire insti-
tutional population. The prevalence rate, therefore, for limi-
tation of activity of 107 per 1,000 persons understates the
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amount of disability in the total older population of the
county. In the course of the survey 36 persons were encou-
tered who were adjudged too ill to be interviewed. When
these are added to the statistics in Table 6.9, the rate for
major limitation becomes 23 and that for any limitation 119
per 1,000; both rates are for the noninstitutional population
of the county.

Table 6.9. Number of Persons with Limitation of Activity and
Rates per 1,000 Persons, by Degree of Limitation, Sex, and Age,
Household Survey of the Aged, Pinellas County, 1959.

Age and sex Total
Any limitation

Number Rate

Major limitation
Number Rate

Total 65+ 2,544 271 107 25 10
Male 1,246 121 97 8 6
Female 1,298 149 115 16 12

65 74 1,776 154 87 9 5
Male 847 67 79 1 1

Female 929 87 94 8 9
75+ 768 117 152 16 21

Male 399 54 135 7 17
Female 369 62 168 8 22

The rates for disability of this type are higher for women
than for men for both any and major limitation. Limitation
of activity is much more prevalent among those aged 75 and
over. Both the sex and age differentials are consistent for
all the age-sex categories and for both degrees of limitation.

For the sample as a whole and for those persons aged 65-
74, limitation of activity is inversely associated with income
status, but this relationship does not prevail at the older ages
(Table 6.10 ).

Table 6.10. Number of Persons with Limitation of Activity and
Rates per 1,000 Persons, by Degree of Limitation, Sex. Age, and
Income, Household Survey- of the Aged, Pinellas County, 1959.

Age and
annual income Total*

Any limitation

Number* Rate

Major limitation
Numberr` Rate

Total 65+
Under $1,500 552 74 134 7 13
$1,500 - $2,999 989 119 120 9 9
$3,000+ 896 64 71 8 9

65 - 74
Under S1,500 327 41 125 4 12
$1,500 82,999 707 70 99 4 6
$3,000+ 668 38 57 1 2

75+
Under $1,500 225 33 147 3 13
$1,500 - $2,999 282 49 174 5 18
$3,000+ 228 26 114 7 31
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Table 6.10. (Continued)

Age and
annual income

Male

Total

Any limitation

Number" Hate

Major limitation

Number* Hate

Under $1.500 167 23 138 9 12
$1.500 - $2,999 521 58 11 l 2 4
53.000+ 513 38 74 4 8

65 - 74 ...Under 51.500 88 12 136 1 11
$1.500 - $2,999 348 31 89
$3,000+ 375 24 64

75+
U nder $1,500 79 11 139 1 13
$1.5()0 - 52,999 173 27 156 2 12
53,000+ 138 14 101 4 29

Female
Under $1,500 385 51 132 5 13
$1,500 $2,999 468 61 . 130 7 15
S3.000+ 383 25 65 3 8

65 - 74
Under 51,500 239 29 121 3 13
$1.500- 52,999 359 39 109 4 I I
$3,000+ 293 14 48 1 3

75---.
Under $1,500 146 22 151 2 14
S1.500 $2,999 109 22 202 3 28
$3,000+ 90 11 122 2 22
* Recause of omission of those it hose income i as not reported, vertical colitiiins du not
sum to totals for the amu-se catmtories.

In considering limitation of mobility, it should be remem-
bered that individuals judged too disabled to be subjected
to interviewing were excluded from the sample population.
Limitation of mobility (Table 6.11) was less than half as
prevalent as limitation of activity but those with major dis-
abilitythat is, confined to bed or chaircomprised about
one fifth of the disabled, compared with about one tenth in
the case of functional limitations. When the 36 persons de-
fined as too ill to be included are added, the prevalence rates
become 59 per 1.000 for any mobility limitation and 23 for
major limitation. In this connection as in the case of limi-
tation of activity, however. the definitions of "major" and
"minor" disability arc quite arbitrary and modifications of
these definitions would strongly affect the rates.

The prevalence rates for any limitation of mobility (Table
6.11) reveal the same consistent age and sex differentials
prevailing for any limitation of activity (Table 6.9).
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Table 6.11. Number of Persons with Limitation of Mobility and
Rates per 1,000 Persons, by Degree of Limitation, Sex, and Age,
Household Survey of the Aged, Pinellas County, 1959.

Age and sex Total

Any limitation

Number

Major limitation
Rate Number Rate

Total 65+ 2,544 117 46 24 9
Male 1,246 47 38 7 6
Female 1,298 70 54 17 13

65 74 1,776 64 36 10 6
Male 847 25 30 3 4
Female 929 39 42 7 8

75+ 768 53 69 14 18
Male 399 22 55 4 10
Female 369 31 84 _ 10 27

The prevalence of any limitation of mobility varied in-
versely with annual income for all age-sex categories (Table
6.12). For major limitation, persons in the lower income
class consistently had rates higher than those in the two
upper income classes except for females aged 75 and over.

Chronic limitation of activity was recorded four times as

Table 6.12. Number of Persons with Limitation of Mobility and
Rates per 1,000 Persons, by Degree of Limitation, Sex, Age, and
Income, Household Survey of the Aged, Pinellas County, 1959.

Age and
Annual income Total*

Any limitation Major limitation
Number* Rate Number* Rate

Total 65+
Under $1,500 55'2, 42 76 10 18
$1,500 - $2,999 989 46 46 8 8
$3,000+ 896 26 29 7 8

65 74
Under $1,500 327 22 67 5 15
$1,500 - $2,999 707 27 38 3 4
$3,000+ 668 13 19 2 3

75+
Under $1,500 225 20 89 5 22
$1,500 - $2,999 282 19 67 5 17
$3,000+ 228 12 53 4 18

Male
Under $1,500 167 13 78 2 12
$1,500 - $2,999 521 21 40 3 6
$3,000+ 513 13 25 2 4

65 - 74
Under $1,500 88 7 80 1 11
51,500 - 52,999 348 12 34 1 2
53,000+ 375 6 16 1 3

75+
Under $1,500 79 6 75 1 12
51,500 - $2,999 173 9 52 2 12
$3,000+ 138 7 51 1 7
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Table 6.12. (Continued)

Age and
Annual income

Female

Total-
Any limitation

Number ' Rate

.. ___.

Nlajor limitation
Number." Rate

._..

Under $1,500 385 29 75 8 21
51,500 S2,999 468 95 53 5 11
53,000+ 383 13 34 5 13

65 - 74
Under 61.500 239 15 63 4 17
S 1.500 - S2,999 359 15 42 2 6
$3.000+ 293 7 24 1 3

754-
Under $1.500 146 14 96 4 27
$1.500 - $2,999 109 10 92 3 28
$3.000-1. 90 5 56 3 33

ii.,,,o, of "mission I if those ,v1mse income rt as not reported, vertical columns do nut
sot" Iii timds for the ili:l,UN cateizorics.

frequently in the National Health Survey as in the county
study ( Table 6.13 ),

Table 6.13. Rates per 1,000 Persons with Chronic Limitation of
Activity and Chronic Limitation of Mobility, United States, 1957 -
58' and Household Survey of the Aged. Pinellas County, 1959.

With any With any
limitation of activity limitation of mobility

Sex and age U. S. Pinellas Co. U. S. Pinellas Co.

Total 65+ 431 107 45 46
Male 436 97 37 38
Female 428 115 52 54

65 - 74 372 87 24 36
Male 396 79 22 30
Female 350 94 26 42

75+ 549 152 88 69
Male 520 135 69 55
Female 571 168 102 84

As previously stated, the Pinellas County survey asked
whether the chronic condition prevented the individual from
engaging in eight specific activities. In the National Health
Survey, workers and other persons except housewives and
children were asked which of the present situations pre-
vailed: (1) cannot work at all at present; (2) can work but
limited in amount or kind of work; (3) can work but limited
in kind or amount of outside activity; (4) not limited in any
of these ways. The statements directed to housewives were
similar except for the reference to "keeping house". The
likelihood is that the third statement, "can work but limited
in kind or amount of outside activity," elicited responses re-
lating to numerous partial limitations not identified by the
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Pinellas County inquiry. The two sets or statistics record
findings by differing techniques: they do not indicate the rela-
tive prevalence of comparable defects for the county and
nation.

The data as to chronic limitation of mobility are entirely
comparable since they relate in both instances to confine-
ment to the house. The two populations of persons 65 and
over are remarkably alike with respect to total prevalence
rates: however, the rates for the county are higher for ages
65-74 and lower at age 75 and over in comparison with the
national norms.

Dental Defects
In an effort to obtain as comprehensive an understanding

of the dental health or the respondents as was feasible
through the use of survey methodology, a series of questions
were utilized regarding the teeth, dentures, and problems ex-
perienced in using dentures. The first of these, "Do you have
most of your own teeth, some of your teeth, or none of your
own teeth?" yielded the results presented in Table 6.14. The
respondent. by the phrasing of the question, was given the
responsibility of judging what constituted "most" or "some"
of his teeth. but the category "none of your own teeth"
sharply differentiated the edentulous.

Less than one fifth had most of their own teeth, and well
over half were without teeth. Differences between men and
women were slight: however, women were more likely to
have most of their own teeth and less likely to be edentulous.
Persons with none of their own teeth were relatively more
numerous at the higher ages. In females aged 65-74 about
half were edentulous; in males aged 75 and over more than
three fifths had lost all their original teeth.

Table 6.14. Number of Persons According to Status of Teeth
and Rates per 1,000 Persons, by Sex and Age, Household Survey
of the Aged, Pinellas County, 1959.

Age and sex

With

own

most
of

teeth

With some
of

own teeth
No. Rate

With none
of

own teeth
No. RateTotal No. Rate

Total 65+ 2,544 445 175 671 264 1,428 561
Male 1,246 200 160 326 262 72.0 578
Female 1,298 245 189 345 266 708 545

65 74 1,776 350 197 477 269 949 534
Male 847 i55 183 225 266 467 551
Female 929 195 210 252 271 482 519

75+ 768 95 124 194 253 479 624
Male 399 45 113 101 253 253 634
Female 369 50 136 93 252 226 612
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The financial status of older individuals has an important
relationship to their dental status ( Table 6.15). For the
sample as a whole and for most of the age-sex categories,
having most or some of one's own teeth varied directly with
annual income; however, this generalization does not hold
true consistently for the males. These relationships presum-

Table 6.15. Number of Persons According to Status of Teeth
and Rates per 1,000 Persons, by Sex, Age, and Income, House-
hold Survey of the Aged, Pinellas County, 1959.

Sex, age, and
annual income

Total 65+

Total"

With
of

own

No.*

most

teeth

With some
of

own teeth

With none
of

own teeth
Rate No.* Rate No." Rate

Under $1,500 552 60 109 123 223 369 668
51,500 - 62,999 983 152 154 235 238 602 608
$3,000+ 896 214 239 278 310 404 451

65- 74
Under $1,500 327 44 135 73 223 210 642
$1,500 - $2,999 707 122 173 172 243 413 584
$3,000+ 668 171 256 204 305 293 439

75+
Under $1,500 225 16 71 50 222 159 707
$1,500 $2,999 282 30 106 63 223 189 670
$3,000+ 228 43 189 74 324 111 487

Male
Under $1,500 167 21 126 36 215 110 659
$1,500 - $2,999 521 64 123 116 223 341 654
$3,000+ 513 105 205 160 312 248 483

65 - 74
Under $1,500 88 15 171 20 227 53 602
S1,500 - $2,999 348 52 149 79 227 217 624
$3,000+ 375 82 219 113 301 180 480

75+
Under $1,500 79 6 76 16 203 57 721
$1,500 - $2,999 173 12 69 37 214 124 717
$3,000+ 138 23 167 47 340 68 493

Female
Under $1,500 385 39 101 87 226 259 673
$1,500 - $2,999 468 88 188 119 254 261 558
S3,000+ 383 109 285 118 308 156 407

65 - 74
Under $1,500 239 29 121 53 222 157 657
$1,500 - $2,999 359 70 195 93 259 196 546
$3,000+ 293 89 304 91 310 113 386

75+
Under $1,500 146 10 68 34 233 102 699
$1,500 - $2,999 109 18 165 26 239 65 596
$3,000+ 90 20 222 27 300 43 478
. Because of omission of those whose income was not reported, vertical columns do not
sum to totals for age-sex categories shown in Table 6.14.
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ably ref!2ct different attitudes and behavior regarding dental
care according to social class, and differential ability to pay
for care.

A total of 143 persons ( 5.6 percent of the sample and 12.8
percent of those with most or some teeth) gave an affirma-
tive response to the question, "Do you have any trouble with
your own teeth?" The largest proportion, about one third,
mentioned toothache as the major difficulty. Other com-
plaints. in order of decreasing relative importance, were
broken or jagged teeth, abscesses, sot?, or bleeding gums,
loose teeth. and miscellaneous difficulties.

About 85 percent of the respondents reported having den-
tures or bridges of various types (Table 6.16). Only 1.0 per-
cent of' the edentulous were without dental prostheses. More
than one half' used both upper and lower dental plates and
there were no important differences in the distribution of
men and women.

Of those having dentures, 132 persons ( approximately
six percent ) stated that they did not wear them regularly and
about the same proportion reported that they were not satis-
factory for eating. A much larger number, 340 individuals
( about 16 percent of those with dentures) were experiencing
trouble with their prosthetic devices. The most prevalent
complaint, mentioned by about two thirds, was that the den-

Table 6.16. Number and Percentage of Persons with Dentures,
by Type of Denture and Sex, Housei. old Survey of the Aged, Pi-
nellas County, 1959.

Both

Type of denture No.

sexes

Pct.

Male

No. Pct.

Female
No. Pct.

Total 2,544 100.0 1,246 100.0 1,298 100.0
Upper plate only 211 8.3 105 8.4 106 8.2
Lower plate only 14 0.6 3 0.2 11 0.8
Both upper and

lower plates 1,346 52.9 673 54.0 673 51.8
Partial plate only 198 7.8 75 6.0 123 9.',..
Upper plate and

lower partial 218 8.6 107 8.6 111 8.5
Lower plate and

upper partial 13 0.5 5 0.4 8 0.6
Upper and lower

partial plates 75 2.9 34 2.8 41 3.2
Bridges of various

types 54 2.1 19 1.5 35 2.7
Other ,, 2 0.1 - 2 0.2
Respondent has own

teeth 348 13.7 190 15.3 158 12.2
None ( has neither own

nor false.teeth ) 26 1.0 17 1.4 9 0.7
Not reported 39 1.5 18 1.4 21 1.6
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tures were loose or otly2rwise did not fit properly. About one
tenth could not accustom themselves to their use; another
comment was that they were broken and in need of repair.

From a dental standpoint, the older people of Pinellas
County are characterized by edentulousness, which is more
common than having one's own teeth; widespread use of
dentures: and considerable difficulty with dentures or with
own teeth. Hence, it appears that dental problems are im-
portant in this population.

Loss of teeth is slightly less prevalent among the elderly
population of the county than among that of the United
States as a whole (Table 6.17). Loss of all tec:h is slightly
more common among men and considerably less common
among women in the county as compared with the national
figures. Similarly, at age 75 and over edentulous persons
Are a little less numerous, relatively, in the county than in
the nation. These systematic sex differences are difficult to
account for. but one possible explanation may be that the
relevant item in the National Health Survey, "Is there anyone
in the family who has lost all of his teeth?" was answered by
a household informant, while in the county survey, responses
were provided only by the affected individual.

Table 6.17. Rates per 100 Persons of Edentulousness, United
States, 1957-58n, and Household Survey of the Aged, Pinellas
County, 1959.

Sex and age United States Pinellas County

Total 65+ 59.4 56.1

Male 55.9 57.8
Female 62.3 54.5

65 - 74 55.4 53.4
Male 52.8 55.1
Female 57.6 51.9

75+ 67.3 62.4
Male 62.4 63.4
Female 71.0 61.2

Chronic Disease and Prevalence of
Impairment, Disability, and Eclentulousness

The likelihood that an individual will suffer from a visual
or auditory impairment, or limitation of activity or of
mobility, or edentulousness is much greater if he has been
diagnosed as having one or more chronic conditions. The
statistics in Table 6.18 suggest that older individuals without
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diagnosed chronic conditions average fewer health problems
of these types.

Table 6.18. Rates per 1,000 Persons for Specific Impairments,
Disabilities, and Edentulousness, According to Chronic Disease
Diagnosis Category, Household Survey of the Aged, Pinellas
County, 1959.

Impairment, limitation,
and dental status

(N = 1,677)
With 1+

chronic diseases

(N = 867)
Without

chronic diseases
_..

Visual impairment 110 68
Hearing impairment ( major) 113 55
Limitation of activity 157 6*
limitation of mobility 69 2*
Edentulous 576 533

ss ?two. itiNability %%as attributed t, accidents ur surgery in the absence

Selected Chronic Diseases

As previously stated, a chronic conditions check list was
read to each respondent and the items were worded so as to
evoke information for only those diseases that had been diag-
nosed by a doctor during the preceding two years. The data
presented, therefore, should be regarded as representing the
individual's understanding of the chronic diseases of which
he was aware on the basis of statements made to him by
physicians. That these reports cannot be accepted as entirely
accurate descriptions of the elderly person's condition Nv i 11

be apparent. Misstatements could have occurred in several
ways. The respondent may not have heeded the instruction
that he was to confirm only those conditions diagnosed by a
physician. Such a possibility exists primarily f's)r conditions
such as arthritis, stomach trouble, female trouble, and rup-
ture or hernia which could have been self-diagnosed. The
patient may have misunderstood or misinterpreted a physi-
cian's words: such failures of communication are not infre-
quent. Certain stigmatized conditions such as cancer, tuber-
culosis, and mental illness may have been underreported
intentionally. Finally, the method used could not detect un-
diagnosed conditions and diagnosed conditions of which the
patient had not been informed by his physician.

Arthritis or rheumatism was the most prevalent disease
reported; more than a fifth of the respondents ( Table 6.19)
stated they had this condition. High blood pressure and heart
disease were next. Conditions with rates ranging from 44 to
90 persons per 1,000 were, in order of decreasing impor-
tance, stomach or bowel trouble, kidney or bladder trouble,
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Table 6.19. Number of Persons with Selected Chronic Diseases
and Rates per 1,000 Persons, by Sex, Household Survey of the
Aged, Pinellas County, 1959.

Both
sexes Male Female

Chronic conditions No. Rate No. Rate No. Rate

173 238 191 201Heart disease 439 155
High blood pressure 452 178 152 122 300 231
Stroke 63 25 40 32 23 18
Arthritis or

rheumatism 542 213 190 152 352 271
Stomach or bowel

trouble 228 90 96 77 132 102
Gall bladder trouble 154 61 50 40 104 80
Diabetes 113 44 61 49 52 40
Cancer ( any kind ) 68 27 40 32 28 22
Anemia ( any kind ) 130 51 35 28 95 73
Fractured hip 19 7 3 2 16 12
Other fracture 69 27 16 13 53 41
Prostate trouble 136 109
Female trouble 37 29
Kidney or bladder

trouble 218 86 97 78 121 93
Asthma 76 30 49 39 27 21
Bronchitis 91 36 42 34 49 38
Tuberculosis 19 7 10 8 9 7
Paralysis agitans 9 4 6 5 3 2
Muliple sclerosis 21 8 12 10 9 7
Rupture or hernia 170 67 146 117 24 18
Mental illness 7 3 2 2 5 4
Other diagnosis 298 117 151 121 147 113

rupture or hernia, gall bladder trouble, anemia ( all types ),
and diabetes. Among males another condition in a position
of major importance was prostate trouble, reported by 109
per 1.000.

The oruer of importance of the conditions was somewhat
different for males and females. For the men heart disease
was most often reported; it accounted for about one fifth of
all respondents. Arthritis and rheumatism, high blood pres-
sure, rupture or hernia, and prostate trouble were experi-
enced by more than 100 males per 1,000. For the women, on
the contrary, arthritis and rheumatism was most prevalent,
reported by more than one in four, and high blood pressure
was nearly as prevalent. In addition, heart disease and stom-
ach or bowel trouble had been diagnosed in more than 100
females per 1,000.

The high-prevalence conditions included in Table 6.20 do
not regularly increase with advancing age. Some, such as
gall bladder trouble and prostate trouble, attain their highest
prevalence at ages 80-84. Others, as heart disease, increase
irregularly by age class reaching their highest levels at age 85
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and over. Other classifications, notably high blood pressure,
arthritis and rheumatism, and stomach anti bowel trouble,
peak at ages 75-79, with rates increasing to that age class
and decreasing in the older age classes.

Table 6.20. Rates per 1,000 Persons with Selected Chronic Con-
ditions, by Age, Household Survey of the Aged, Pinellas County,
1959.

Conditions 65-69 70-74 75-79 80-84 85+
Heart disease 156 163 212 198 216
High blood pressure 170 183 194 172 159
Arthritis and rheumatism 213 204 241 207 148
Stomach and bowel trouble 78 86 127 97 45
Gall bladder trouble 58 56 65 88 45
Diabetes 49 46 40 40 57
Anemia 43 59 58 62
Prostate trouble (males) 91 93 129 167 154
Kidney or bladder trouble 73 84 89 123 114
Rupture or hernia 43 79 85 70 114

In general, Pinellas County's older population exhibit a
higher prevalence for most of the selected chronic diseases
listed in Table 6.21 than the elderly population of the United
States for the comparable time period. The rates for five of
the conditionsheart disease, high blood pressure, diabetes,
rupture or hernia, and bronchitisare higher for the county
than for the nation, although most of the differentials are
small. The rates for arthritis and rheumatism are virtually
the same, while that for asthma is lower (Table 6.21).

Whether given differences between local and national
rates are statistically significant can be determined by the
method and table included in Appendix E. It is unlikely that
any considerable amount of the observed differentials can be
attributed to the use in the two surveys of dissimilar data-
gathering techniques. The major difference in point is that
field workers in the National Health Survey handed house-
hold informants a check list of chronic diseases, while inter-
viewers in the county read a check list to respondents. All
the terms referring to conditions included in Table 6.21 were
identical in the two lists except for the following:

National Health Survey Pinellas County Survey
Heart trouble Heart disease
Chronic bronchitis Bronchitis

These procedural differences may have resulted in some dif-
ferentials in responses, but variations probably were of rather
small degree.
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Rates for males and females show a good deal of consist-
ency with those for the sample as a whole. The prevalence
rates for high blood pressure and bronchitis were higher than
national averages for all age-sex categories; that of asthma
was lower for all categories. The differences between in,,les
and females in rates for arthritis and rheumatism were
small; those for age-sex categories were inconsistent. heart
disease was more prevalent in the county than in the nation
for all age-sex groups except women aged 75 and over. Male
respondents had a higher than expected prevalence rate for
diabetes, and females were close to the national rate. The
prevalence of rupture or hernia was greater among males in
the county in both age classes; on the other hand, the rates
for females were very close to the national norms,

Selected Chronic Diseases and Disability

The association of selected chronic diseases with limita-
tion of activity and/or limitation of mobility can be observed
in Table 6.22. Such limitations were most prevalent among
those with a diagnosis of heart disease. about one third of
whom were experiencing functional or mobility limitation
of some degree. Other conditions accompanied by a rela-
tively high prevalence of disability were arthritis and rheu-
matism ( more than one sixth of those afflicted), diabetes
( about one seventh ), and high blood pressure (one ninth).
The prevalence rates for disability of those with asthma,
bronchitis. and rupture or hernia were below the rate of the
sample as a whole.

Although. as noted earlier. limitation of activity and mo-
bility was more prevalent among females than males. Table
6.22 reveals some variations of disability associated with
specific. conditions. A higher proportion of males than fe-

Table 6.22. Rate of Limitation of Activity and/or Mobility per
1.000 Persons with Specified Chronic Diseases by Sex, House-
hold Survey of the Aged, Pinellas County, 1959.

Both sexes

Rate

Male

Total Rate
Female

Total RateDiseases Total

All respondents 2,544 106 1,246 96 1,258 118
Heart disease 439 292 238 286 201 299
High blood pressure 452 115 152 138 300 103
Arthritis and rheumatism 542 175 190 153 352 187
Diabetes 113 142 61 82 52 212
Asthma 76 92 49 122 27 37
Biotic hi tis 91 55 42 71 49 41
Rupture or hernia 170 24 146 21 24 42

106



T
ab

le
 6

.2
3.

N
um

be
r 

of
 P

er
so

ns
 w

 :I
 S

pe
ci

fi
ed

 C
hr

on
ic

 D
is

ea
se

s 
W

ho
 H

ad
 H

ea
ri

ng
 a

nd
/o

r 
V

is
ua

l I
m

pa
ir

m
en

t a
nd

R
at

es
 p

er
 1

,0
00

 P
er

so
ns

, b
y 

Se
x,

 H
ou

se
ho

ld
 S

ur
ve

y 
of

 th
e 

A
ge

d,
 P

in
el

la
s 

C
ou

nt
y,

 1
95

9.

D
is

ea
se

 a
nd

 s
ex

T
ot

al
 w

ith
on

e 
or

 b
ot

h
im

pa
ir

m
en

ts
N

o.
R

at
e*

}f
ea

ri
ng

im
pa

ir
m

en
t

on
ly

N
o.

R
at

e

V
is

ua
l

im
pa

ir
m

en
t

on
ly

N
o.

R
at

e

B
ot

h 
vi

su
al

an
d 

he
ar

in
g

im
pa

ir
m

en
t

N
o.

R
at

e
B

ot
h 

se
xe

s
1,

03
3

40
6

79
4

31
2

11
8

46
12

1
48

H
ea

rt
 d

is
ea

se
21

2
48

3
15

3
34

9
27

62
32

73
H

ig
h 

bl
oo

d 
pr

es
su

re
20

4
45

1
13

6
30

1
31

69
37

82
A

rt
hr

iti
s 

an
d 

rh
eu

m
at

is
m

27
1

50
0

19
5

36
0

36
66

40
74

D
ia

be
te

s
51

45
1

46
40

7
5

44
A

st
hm

a
40

52
6

28
36

8
5

66
7

92
B

ro
nc

hi
tis

52
57

1
42

46
2

6
66

4
44

R
up

tu
re

 o
r 

he
rn

ia
93

54
7

80
47

1
3

18
10

59
M

al
es

57
1

45
8

47
1

37
8

42
34

55
47

!k
ar

t d
is

ea
se

12
3

51
7

94
39

5
15

63
14

59
H

ig
h 

bl
oo

d 
pr

es
su

re
77

50
7

58
38

2
5

33
14

92
A

rt
hr

iti
s 

an
d 

rh
eu

m
at

is
m

11
8

62
1

96
50

5.
6

32
16

84
D

ia
be

te
s

32
52

5
29

47
5

3
49

A
st

hm
a

30
61

2
22

44
9

3
61

5
10

2
B

ro
nc

hi
tis

27
64

3
21

50
0

3
71

3
71

R
up

tu
re

 o
r 

he
rn

ia
83

56
8

73
50

0
3

21
7

48
Fe

m
al

es
46

2
35

6
32

3
24

9
76

59
63

49
H

ea
rt

 d
is

ea
se

89
44

3
59

29
4

12
60

18
90

H
ig

h 
bl

oo
d 

pr
es

su
re

12
7

42
3

78
26

0
26

87
23

77
A

rt
hr

iti
s 

an
d 

rh
eu

m
at

is
m

15
3

43
5

99
28

1
30

85
24

68
D

ia
be

te
s

19
36

5
17

32
7

2
38

A
st

hm
a

10
37

0
6

22
2

2
74

2
74

B
ro

nc
hi

tis
25

51
0

21
42

9
3

61
1

20
R

up
tu

re
 o

r 
he

rn
ia

10
41

7
7

29
2

--
3

12
5

B
ec

au
se

 o
f 

ro
un

di
ng

, r
at

es
 f

ur
 im

pa
ir

m
en

t c
at

eg
or

ie
s 

m
ay

 n
ot

 to
ta

l t
he

 r
at

e 
sh

ow
n 

fi
r 

th
os

e 
w

ith
 o

ne
 o

r 
bo

th
 im

pa
ir

m
en

ts
.



males were disabled in association with diagnosis of asthma
( a wide difference), bronchitis, and high blood pressure.
Otherwise rates for females were higher; this differential was
slight for heart disease, moderate for arthritis and rheuma-
tism, and marked for diabetes.

Selected Chronic Diseases and Visual and
:luditory Impairments

Respondents having any one of the selected chronic dis-
eases had higher than average prevalence rates for hearing
and/or visual impairment (Table 6.23). Half of those with
arthritis and rheumatism and more than half of those with
bronchitis, rupture or hernia, and asthma had experienced
such impairment. The finding held true for males and
females considered separately. Among males, those with
bronchitis, asthma, and arthritis and rheumatism had par-
ticularly high impairment rates; for females, those with
bronchitis. heart disease, and arthritis and rheumatism
ranked especially high.

\Vith few exceptions, the generalization that hearing
and/or visual impairment is particularly great among those
with spcifie chronic conditions held true when prevalence
of hearing impairment alone, visual impairment alone, and
visual and hearing impairment occurring concurrently are
examined. The association does not necessarily indicate a
cause-and-effect relationship. The prevalence of chronic con-
ditions increases with age and hearing and visual decre-
ments, the latter in particular, rise sharply in the higher
age categories.

Summary

The detailed analysis of chronic disease, impairments, and
disability in a population aged 65 and over have revealed
these major findings.

1. Two thirds of the respondents reported one or more
diagnosed chronic diseases.

2. One in ten persons had experienced visual decrement
sufficient to make it difficult to read newspapers or maga-
zines, with or without glasses.

3. More than one third of the respondents had sonic im-
pairment of hearing; about one fourth of the impaired group
reported losses of major degree.

108



4. One in 10 persons suffered some limitation of activity
in connection with chronic illness or surgery or as a result
of accident; but only one in 100 was disabled to the extent
that he could not feed himself, dress himself, and/or go to
the bathroom. (The sample design excluded institutional-
ized persons and those too ill to be interviewed.)

5. About 5 in 100 persons were limited in mobility; but
only one in 100 to the extent of being confined to a chair or
bed. ( The qualification noted in summary item 4 above
applies in this case also.)

6. Over half of the respondents were edentulous; less than
one fifth stated that they had most of their original teeth.

7. Sensory impairment and functional or mobility limita-
tions were much more prevalent among persons with one or
more chronic diseases and edentulousness was slightly more
prevalent.

8. Of the 21 chronic conditions included in the interview
check list. arthritis and rheumatism was the most prevalent,
213 per 1.000 persons: high blood pressure and heart disease
were reported by 178 and 173 persons per 1,000, respectively.
Other diagnosed diseases for which prevalence rates were
30 or more. in order of decreasing importance, were: stom-
ach or bowel trouble, kidney or bladder trouble, rupture or
hernia. gall black trouble, 'anemia, diabetes, bronchitis,
and asthma.

9. Persons with heart disease, arthritis and rheumatism.
diabetes and high blood pressure had higher rates for limita-
tion of activity and mobility than those for the sample as a
whole: but persons with asthma, bronchitis, and rupture or
hernia had lower than average rates for such disability.

10. Persons with each of' the selected chronic diseases had
higher prevalence rates for impairment of' vision and/or
hearing.

11. Women had higher rates than men for prevalence of
one or more chronic diseases; visual impairment; limitation
of activity; limitation of mobility; and having most of own
teeth,

12, Men had higher rates than women for prevalence of
hearing impairment and edentulousness,

13. The relative importance of the specific chronic dis-
eases differed somewhat according to sex. Heart disease
( 191 per 1,000) was the most prevalent condition for men;
arthritis and rheumatism (152) was second. Arthritis and
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rheumatism 271) ranked first for women; high blood pres-
sure ( 231 ), second.

14, Prevalence rates were higher at age 75 and over than
at ages 65-74 for one or more chronic diseases, visual impair-
ment, hearing impairment, limitation of activity, limitation
of moblity, and edentulousness.

15. Annual family income was found to be inversely re-
lated to prevalence of visual and hearing impairment, limita-
tion of activity, limitation of mobility, and edentulousness;
it was directly related to having most of one's own teeth.

16. Although income status was not associated linearly
with having a diagnosis of one or more chronic diseases,
prevalence rates were highest in all age-sex categories for
those with the least annual income.

17. National and county rates for limitation of mobility
were similar: but the U. S. rates were lower at ages 65-74 and
higher at age 75 and over than the comparable statistics for
the county.

18. Edentulousness was slightly less prevalent in the coun-
ty than in the nation; however, while the rate for men in the
county was slightly lower than the U. S. average, that for
women was considerably below the national average.

19, Prevalence rates for heart disease, high blood pressure,
diabetes, rupture or hernia, and bronchitis were higher in the
county than in the nation; that for arthritis and rheumatism
was about the same; and that for asthma was lower,
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CHAPTER 7

Utilization and Costs of Medical Services

In any attempt to assess the health situation of older peo-
ple and to devise public health programs leading to the pre-
vention, early detection, and medical management of condi-
tions causing illness and disability, the study of the amount
of medical services received by individuals and groups, the
kind of services, and the costs must play a prominent part.

Differentials in health-care behavior cannot be attributed
solely to an economic or financial factor for whether the
individual seeks or receives medical service depends upon a
number of variables operating together, particularly the
sociocultural. There are regional, ethnic, religious, and class
variations in such fundamental matters as the indication by
certain symptoms of the need to seek medical care and the
type of practitioner to whom the patient will turn for help.
The sociocultural differences in population groups are a
major factor in explaining behavioral differences. Another
factor is the availability of health-care resources to the indi-
vidual. In order to utilize a given service, he must be aware
of its existence, know how to make contact with it, and be
ablein most casesto travel to the appropriate location.
The motivation to obtain medical service also is an important
variable, one related in turn to the sociocultural background
but independent of it in some degree. Some psychiatric evi-
dence suggests that old people may perceive themselves as
worthless and useless, so much so that they harbor, perhaps
unconsciously, a wish to die. These persons may not avail
themselves of medical services to which they have ready
access. Financial ability to purchase care is clearly impor-
tant, but it acts as a limiting factor only in the cases of these
who would seek service if they had adequate funds.

The term "medical services" includes care provided by
physicians, dentists, and other private practitioners; nursing;
clinic care; institutionalization in hospitals and nursing
homes; laboratory tests and x-rays; and medicines and drugs.
The period of observation for use of these services was, as in
the case of diagnoses of disease, the two years preceding the
date of the interview. Utilizing a check list of services the
respondent was asked a series of questions regarding each
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service he had used Information ;Mout dental care was
elicited by questions earlier in the interview schedule.

Utilization of Selected Medical Scrcices and Facilities:
Sample as a Whole

More than five sixths of the respondents made use during
the two-year period of one or more of the medical services
listed in Table 7.1. Three fourths had received care by phy-
sicians t M.D.). and those who had consulted a physician
( M.D. ) and/or an osteopath comprised more than four fifths
of the sample population. The paramount position of the
medical practitioner in the provision of health care was con-
vincingly demonstrated by these data. The use of medicines
and drugs, often in connection with physician care, also was
prominent. The finding that nearly half the respondents had
had laboratory tests and x-rays indicated that a large propor-
tion were under medical supervision, and nearly one fourth
had been hospitalized one or more times during the two years
in review. Only small percentages of the sample had utilized
the remaining services listed in Table 7.1.

Table 7.1 Numbers and Percentages of Respondents Who Uti-
lized Specified Health-Care Services During Two-Year Period,
Household Survey of the Aged, Pinellas County, 1959 (N =
2,544).

Kind of service No.

Users

Pct.

One or more services 2,181 85.7
Physician (M.D.) 1,914 75.2
Osteopath 165 6.5
Other practitioner (non-M.D.) 179 7.0
Clinic 126 5.0
Visiting nurse 23 0.9
Full-time nurse 14 0.6
Laboratory test and or x-ray 1.233 48.5
Medicine or drugs 1,352 72.8
Hospital 604 23.7
Nursing ane' 12 0.5

Medical Practilimiers

Most of the older people of the county were more or less
under continuing medical supervision, according to their re-
ports. In response to the question, "Do you have a physician
in the city or county who regularly takes care of' your ill-
nesses?" four fifths ( 80.7',' ) responded affirmatively. Sex
differences were small-80.2 percent of the males and 81.1
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percent of the females had family physicians. Age differ-
ences also were relatively slight-79.9 percent of those aged
65-74 and 82.5 percent of those aged 75 and over. This item
did not indicate the nature of the relationship of the respond-
ent to the physician: it reflects the subjective fact that the
individual considered himself' as being cared for by a physi-
cian. one to Nvhom he would turn in case of need in the fu-
ture. It did not measure the frequency and recency of visits
to the practitioner. For example, a person who had consulted
a particular physician four or live years previously may now
regard that doctor as his family physician, on the basis that
he would return to him if' the need arose. On the other hand,
the item as used in the survey stressed the reference to a
physician "in the city or county," an important consideration
in view of the fact that one third of the respondents had re-
sided in the county less than five years and two thirds less
than 10 years,

During the two-year period to which these data apply, the
services of a physician ( M.D. and/or D.O.) were utilized at
least once by more than three in four respondents (Table
7.2). Almost equal numbers reported 10-19 visits and 20 or

Table 7.2. Numbers and Percentages of Persons Who Used the
Services of a Physician ( NI.D, and or D.O. ) During Two Year
Period, by Number of Visits and Sex, Household Survey of the
Aged, Pinellas County. 1959.

Number of visits

Both sexes

No Pct.

Male

No.

Female

Pet. No. Pct

Total 2,544 100.0 1,246 100.0 1.298 100.0
0 584 22.9 301 94.2 283 21.8
1 231 9.1 128 10.3 103 7.9
2 243 9.6 112 9.0 131 10.1
3 135 5.3 68 5.5 67 5.2
4 181 7.1 89 7.1 92 7.1
5 96 3.8 45 3.6 51 3.9
6-9 288 11.3 135 10.8 153 11.8
10-19 351 13.8 162 13.0 189 14.6
20+ 349 13.7 175 14.0 174 13.4
Not reported 86 3.4 31 2.5 55 4.2

more visits: altogether, more than one fourth of these older
people had had 10 or more consultations with physicians.
The decided variation in use of this service is brought out,
however, by the observation that nearly one fourth saw a
doctor three times or less in the course of the two years.

Women obtained the services of physicians to a slightly
greater degree than men (Table 7.3). There was a tendency
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for men who did receive physician care to report fewer visits
than (lid womili.

Table 7.3. Average Number of Physicians' Visits (M.D. and
D.O. ) per Year for a Two-Year Period, by Sex, I lousehold Survey
of the Aged, Pinellas County. 1959.

Sex
Average number of visits

person per year
Both sexes 4..3

Male 4.6
Female 5.0

The difference as related to age was quite pronounced. On
the two-year basis. persons aged 65-74 had an average of 8,8
Visits compared with 11.4 for those aged 75 and overa 30
percent greater utilization of physician care by those in the
higher as against those in the lower age class.

The extent to which older people in the county visited or
were visited by physicians; for medical care varied directly
with their annual family income. Persons whose family in-
come amounted to 55.000 or more per year received, on the
average. 41.7 percent more visits for the two year period than
did those whose income was under 51.500 (Table 7.4). In
terms of income the most important breaking point was
S3.000. Those with less than that amount reported an aver-
age of 4.3 visits pet' year. while those with 53.000 or more
had 5.8 visits, a difference of over one third (34.9 percent).

Table 7.4. Average Number of Physicians' Visits (M.D. and
D.O.) per Year for a Two-Year Period, by Annual Family Income,
Household Survey of the Aged, Pinellas County, 1959.

Average number of visits
Income per person per year
Under $1.500
$1,500-$2.999
S3,000-S4,999
$5,000+

Dentists

4.2
4.4
5.7
5.9

The question. "Do you have a regular dentist?" elicited an
affirmative response from slightly more than one half of the
respondents ( 51.5% ), a much smaller proportion than indi-
cateet they had a family physician. A larger share of the
women (56.5% ) than of the men (46.2 %) stated that they
had a regular dentist.

About one third of those in the sample reported a visit to
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a dentist within the year preceding the interview but more
than half had not had dental care for more than three years
( Table 7.5 ). On the relative basis, considerably more men
than women had not seen a dentist for more than three years
mid considerably fewer had visited one within the preceding
N car,

The dental-care behavior of the edentulous and the non-
edentulous differed strikingly. Three fourths of those without
any of their own teeth had not obtained care within a three-
year period. while the same proportion with some or all of
their own teeth had received dental service during that
period. The concern of the nonedentulous with dental health
is emphasized by the finding that nearly three fifths had seen
a dentist during the year immediately before the interview.
It will be remembered, however, that having one's own teetl
is directly related to annual family income; consequent, ,

the nonedentulous were better able, on the average, to afford
dental care. The tendency for women to have obtained dental
care more recently than men holds also for those with and
without their own teeth: the differential is especially notable
in the case of the nonedentulous: nearly one fifth more
women than men reported a dental visit within the past year.

Table 7.5. Numbers and Percentages of Persons According to
Interval Since Last Visit to a Dentist, by Sex and Edentulousness,
Household Survey of the Aged, Pinellas County, 1959.

Sex and
edentulousness

Both sexes
Male
Female

Edentulous
Male
Female

Nonedentolous
Male
Female

Total*

No. Pet.

2,540 100.0
1,245 100.0
1,295 100.0
1,425 100.0

719 100.0
706 100.0

1,115 100.0
526 100.0
589 100.0

Emlutles four persons nlio did not

Interval since last visit to dentist
Within

past year
No. Pct.

834
368
466
189
91
98

645
277
368

32.8
'2.9.6
36.0
13.3
12.7
13.9
57.8
52.6
62.5

1-3 years

No. Pct.

374 14.7
186 14.9
188 14.5
177
82
95

197
104
93

12.4
11.4
13.4
17.7
19.8
15.8

More than
3 years

No. Pct.

1,332 52.5
691
641

1,059
546
513
273
145
128

report iflt real sincy last drntal visit.

55.5
49.5
74.3
75.9
72.7
24.5
27.6
21.7

For the sample as a whole. regardless of the dental status
of respondents. the interval since the last visit to a dentist
increased in each successive older age class (Table 7.6). For
those who no longer had any of their original teeth, there was
relatively little difference from age class to age class, but the
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largest proportion of persons whose last professional dental
care had been received more than three years previously was
found among the edentulous aged 75 and over.

Table 7.6. Numbers and Percentages of Persons According to
Interval Since Last Visit to a Dentist, by Age and Edentulousness,
Household Survey of the Aged, Pinellas County, 1959.

Interval since last visit to dentist

Age and
edentulousness

Total

Total*
Within

past year
No. Pct.

1-3 years
More than

3 years

No. Pct.No. Pct. No. Pct.

65-69 946 100.0 344 36.4 147 15.5 455 48.1
70-74 827 100.0 287 34.7 121 14.6 419 50.7
75+ 767 100.0 203 26.5 106 13.8 458 59.7

Edentulous
65-69 472 100.0 60 12.7 62 13.1 350 74.2
70-74 474 100.0 70 14.8 65 13.7 339 71.5
75+ 479 100.0 59 12.3 50 10.4 370 77.3

Nonedentulous
65-69 474 100.0 284 59.9 85 17.9 105 22.2
70-74 353 100+ 217 61.5 56 15.9 80 22.6
75+ 288 100.0 144 50.0 56 19.4 88 30.6

F.xcludes persons whose age and interval since last dental care was not reported.

Chiropractors and Other Practitioners

As shown in Table 7.1, visits to chiropractors, naturopaths,
Christian Science practitioners, faith healers, and other
or similar practitioners ( all other than those with the degrees
M.D. and D.0.) accounted for a higher proportion of visits
than did those to osteopathic physicians. The distribution of
visits to chiropractors and other types of practitioners differs
little, in broad outline, from the pattern for visits to physi-
cians ( M.D.) and osteopaths ( Table 7.7). For example, 43.0
percent of the respondents whO received service from one or
more of these practitioners reported less than six visits, while
45.2 percent of those who used physician seskices made
fewer than six visits. At the other extreme, 20.7 percent had
a total of 20 or more visits during the two years compared
with 17.8 percent of those consulting physicians and osteo-
paths. The sex differential was small : 6.9 percent of all
males and 7.2 percent of all females utilized services of chiro-
practors and other nonmedical practitioners. Somewhat
larger proportions of women than of men had relatively large
numbers of consultations; 44.1 percent of the females as
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compared with 32.6 percent of the males reported 10 or more
visits.

Table 7.7. Numbers and Percentages of Persons Who Used the
Services of Chiropractors and Other Practitioners (Other than
M.D./D.O. ) During Two-Year Period by Respondents Who Re-
ported Utilization, by Sex, Household Survey of the Aged, Pinellas
County, 1959.

Number of Both sexes Male Female
visits No. Pct. No. Pct. No. Pct.

Total using
service , 179 100.0 86 100.0 93 100.0

1 13 7.3 5 5.8 8 8.6
2 24 13.4 13 15.1 11 11.8
3 13 7.3 6 7.0 7 7.5
4 11 6.1 5 5.8 6 6.5
5 16 8.9 8 9.3 8 8.6
6-9 31 17.3 20 23.2 11 11.8
10-19 32 17.9 14 16.3 18 19.4
20+ 37 20.7 14 16.3 23 24.7
Not reported 2 1.1 1 1.2 1 1.1

Hospitals

Information regarding hospital stays should be more re-
liable than that concerning practitioner care. Excepting those
experiencing frequent and long-term hospitalization, admis-
sion to such an institution is a critical event; neither the
admission nor the number of days in the institution is likely
to he forgotten soon by most patients.

The 604 persons hospitalized during the two years pre-
ceding interview comprised 23.7 percent of all respondents
( Table 7.1 ). Only 24 were unable to state the exact length

Table 7.8. Numbers and Percentages of Days in Hospital Dur-
ing Two-Year Period by Persons Hospitalized, by Sex, Household
Survey of the Aged, Pinellas County, 1959.

Both sexes' Male Female

Number of clays

Total hospitalized
No.

604

Pct.

100.0

No. Pet, No. Pct.

317 100.0 287 100.0
1-2 67 11.1 29 9.1 38 13.2
3-5 96 15.9 50 15.8 46 16.0
6-9 106 17.5 57 18.0 49 17.1
10-19 165 27.3 84 26.5 81 28.2
20-49 114 18.9 62 19.6 52 18.1
50-99 26 4.3 16 5.0 10 3.5
100+ 6 1.0 4 1.3 2 0.7
Not known 6 1.0 5 1.6 1 0.4
Not reported 18 3.0 10 3.1 8 2.8
* Excludes 18 persons who did not report hospital information.
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of their confinement ( Table 7.8 ). The largest share of those
who received hospital service remained from 10 to 19 days;
they comprised more than one fourth of the group. Another
large number, making up nearly one fifth, spent from 20 to
49 days in the hospital. 01' those who could state the exact
length of their stay, the median was 11 days per person. It
can be observed also that while 27.0 percent remained for
less than six days, 24.2 percent spent 20 or more days in
hospitals.

During the observation period, relatively more males than
females were hospitalized (Table 7.9), though the difference
( 3.3 percentage points) is small. The incidence of hospital
use varied little by age.

Table 7.9. Numbers and Percentages of Persons Hospitalized
During Two-Year Period, by Sex and Age, Household Survey of
the Aged, Pinellas County, 1959.

I lospitalized

Sex and age

Both sexes

Total No.

2,544

No,

604

Pct.

23.7
65-74 1,777 417 23.5
75+ 767 187 24.4

Male 1,246 317 25.4
65-74 847 216 25.5
75+ 399 101 25.3

Female 1,298 287 22.1
65-74 930 201 21.6
75+ 368 86 23.4

There was no significant variation between hospital usage
and annual family income ( Table 7.10). The ability to pay
had no apparent effect on whether hospital care was ob-
tained.

Table 7.10. Numbers and Percentages of Persons Hospitalized
During Two-Year Period, by Sex, Age, and Income, Household
Survey of the Aged, Pinellas County, 1959.

Sex, age and
annual family income Total No.*

HHospitalized

No. pct.

Both sexes
Less than 81,500 552 129 23.4
S1,500- S2,999 990 238 24.0
$3,000+ 895 216 24.1

65-74
Less than 81,500 327 74 22.6
S1,500- S2,999 708 171 24.2
$3,000+ 668 158 23.7

119



Table 1.10. (Ccmtinuecl)

Sex, age and
annual family income

75+
Total No*

Hospitalized

No." Pct.

Less than $1,500 225 55 24.4
1.500- $2,999 282 67 '23.8

53,000+ 227 58 25.6
Male

Less than $1,500 167 40 24.0
51.500-52,999 521 130 25.0
$3,000+ 513 140 27.3

65-74
Less than $1,500 88 17 19.3
$1,500-52.099 348 90 25.9
S3,000+ 375 104 27.7

75+
Less than 51.500 79 23 29.1
S1,500-$2,999 173 40 23.1
$3,000+ 138 36 26.1

Female
Less than $1.500 385 89 23.1
$1.500-$2.999 469 108 23.0
$3.000+ 382 76 19.9

65-74
Less than $1,500 239 57 23.8
$1.500-S2,999 360 81 22.5
$3,000+ 293 54 18.4

75+
Less than 51,500 146 32 21.9
S1,500-82,999 109 27 24.8
$3.000+ 89 22 24.7

Because of omission of those whose income was not reported, vertical columns do
not sum to totak for atzrscs catc:mrics shown in 'fable 7.9,

Nursing Homes

Length of stay for the 12 persons who reported care in
nursing homes during the two-year span was as follows

Number of months Number of persons
1 5
2 2
3 1'
4 3
5
6 1

Inasmuch as institutionalized persons were excluded from
the survey population. the low utilization rate suggested by
the foregoing statistics does not represent the situation for
the total population for the years 1957-59. In 1960 when
persons residing in nursing homes it. Pinellas Counts.) were
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studied, the average age was 80.1 years, and there is con-
siderable evidence that those seriously incapacitated elderly
people who enter nursing homes tend to remain patients for
long periods of time. in all probability most of the 12 indi-

iduals interviewed in the present survey were convalescing
at the time of their residence in the institutions from acute
illness, exacerbations of chronic conditions, or surgery.

Clinics
Responses to the question, "Have you been treated at a

public or private clinic (during the past two years )?" re-
vealed that only 126 persons ( 5.0 percent) had availed them
selves of such service. These data do not indicate the loca-
tion or kind of clinics attended. Respondents using clinics
reported visits as follows:

Number of visits

Number of persons

No. Pct.

All using clinics 126 100.0
1 36 28.6
2 lo 7.9
3 11 8.7
4 7 5.6
5 1 0.8
6-9 14 11.1
10-19 9 7.1
20+ 15 11.9
Nut know, n 23 18.3

Medicines and Drugs
The information about use of medicines and drugs was

derived from responses to a series of questions beginning
with: ( 1) Have you had to take any medicines or drugs
(during the past two years)? ( 2) Do you take any medicines
or drugsdaily, weekly, rarely, only when ill? Although these
questions provided much data regarding the practice and
frequency of use, they did not differentiate between prescrip-
tion and nonprescription drugs, patent medicines, vitamin
and mineral preparations, and household remedies.

Nearly half the respondents stated that they used medi-
cines and drugs daily ( Table 7.11). Only 1.6 percent chose
the "weekly" response and 2.9 percent the "rarely" response.
About one fifth ( 19.5% ) reported taking medicines and
drugs only when ill. Thus more than nine tenths of the older
people sampled were in three classes: ( 1) daily users, (2)
nonusers, and ( 3 ) those who utilize such preparations only
when ill. Perhaps the most striking finding was that more
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than one fourth had not taken any medicines and drugs dur-
ing the two-year period in question.

More women than men, relatively, used these products,
and a considerably higher proportion of them did so on a
daily basis. The practice on the part of both men and women
became more widespread with increased age; at age 75 and
over well over half the women were utilizing such prepara-
tions daily.

Table 7.11. Numbers and Percentages of Persons Who Used
Medicines and Drugs During Two-Year Period, by Sex and Age,
Household. Survey of the Aged, Pinellas County, 1959.

Sex and age
Total*

No. Pct.

Users

Use

No.

daily

Use weekly,
rarely, or

only when ill Nonusers

Pct. No. Pct. No, Pct.

Both sexes 2,481 100.0 1,177 47.4 612 24.7 692 27.9
65-74 1,732 100.0 787 45.5 430 24.8 515 29.7
75+ 749 100.0 390 52.1 182 24.3 177 23.6

Male 1,216 100.0 541 44.5 294 24.2 381 31.3
65-74 826 100.0 351 42.5 202 24.5 273 33.0
75+ 390 100.0 190 48.7 92 23.6 108 27.7

Female 1,265 100.0 636 50.3 318 25.1 31] 24.6
65-74 906 100.0 436 48.1 228 25.2 242 26.7
75+ 359 100.0 200 55.7 90 25.1 69 19.2

* Excludes persons who did not report age or frequency of use of medicines and drugs.

Laboratory Tests and X-rays
The items designed to elicit reports of laboratory tests and

x-rays inquired whether the individual had "had laboratory
tests or x-rays done" and, if so, how many times. Utilization
of such services proved to be common with nearly half the
respondents making use of them. The number of times lab-
oratory services and/or x-rays were utilized during the two-
year period was as follows:

Number
Times Used of persons

Percentage of
all respondents

Percentage of
users

1 351 13.8 28.5
2 203 8.0 16.5
3 99 3.9 8.0
4 94 3.7 7.6
5 46 1.8 3.7
6-10 105 4.1 8.5
11-15 32 1.3 2.6
16-20 9 0.4 0.7
21+ 27 1.1 2.2
Not known 267 10.5 21.6
No reported use 12311 51.5 -
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The prominence of laboratory and x-ray services undoubtedly
is related to the prevalence of chronic diseases and their
medical management, since these services normally are ob-
tained only upon orders from a physician.

Receipt of these services varied little by sex; it was slightly
lower for both men and women 75 and over than for those
aged 65-74 (Table 7.12).

Table 7.12. Numbers and Percentages of Persons Who Had
Laboratory Tests or X-rays During Two-Year Period, by Age and
Sex, Household Survey of the Aged, Pinellas County, 1959.

Sex and age
Users

Total No.° No. Pct.

Both sexes 2,277 966 42.4
65-74 1,599 698 43.7
75+ 678 268 39.5

Male 1,105 406 42.2
65-74 755 333 44.1
75+ 350 133 38.0

Female 1,172 500 42.7
65-74 844 365 43.2
75+ 328 135 41.2

Excludes persons for whom age or use of laboratory tests and or x-rays
reported.

was not

Hearing Aids

Only 120 persons, comprising 4.7 percent of the sample
population, were using hearing aids. More males (5.2% )
than females (4.2% ) had such devices. Of the 129 persons
who owned hearing aids, 76 (58.9 %) said that they were
operating satisfactorily for them, 49 (38.0% ) regarded them
as unsatisfactory, and the remainder, 4 (3.1% ) did not ex-
press an opinion.

Utilization of Selected Medical Services and Facilities:
The Sick Compared with the Relatively Well

Thus far attention has been focused on the utilization of
various medical services by the members of the sample popu-
lation. The findings indicate the kinds of services consumed,
the quantities and the variation according to sex, age, and
income status. Evidence has not indicated whether medical
services were being obtained by the ill persons in greater
degree than by those in good health. From the public health
point of view, the distribution of services in accordance with
apparent need is important. An analysis should reveal dis-
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crepancies that may exist, and an understanding of such
variances will suggest how public health agencies may seek
improvement of the health care and, therefore, of the health
conditions of older people.

In order to obtain necessary data, a means of separating
the respondents into those in good health and those in poor
health was necessary. This required the mechanical appli-
cation of arbitrary criteria. Even if exhaustive clinical infor-
mation had been available the judgments as to good and
poor health by a learn ot' physicians would have resulted in
the classifications remaining arbitrary because of the diffi-
culty in arriving at a uniform set of criteria and the differ-
ences among physicians in their assessments.

Precedents have been established for the computation,
mechanically but systematically, of such health indices for
use in the interpretation of survey results''. The data on
patterns of health-care behavior would remain relatively
meaningless in the absence of a scheme for separating the
sample members into those who evidently needed and those
who evidently did not need medical care. It was recognized
that the use of a health index providing approximate meas-
ures could be justified on the basis of the goal since this index
is intended to differentiate large population groups rather
than individuals. For the purpose of public health planning
it is essential merely to insure that the technique used is
!icticrall y accurate in classifying individuals into two groups;
if some individuals were misclassified, this error would not
seriously invalidate comparisons so long as the majority had
been correctly classified.

Be index was constructed by utilizing data of four kinds:
( 1) number of symptoms, (2) number of diagnoses of
chronic conditions, ( 3) limitation of activity, and (4) limi-
tation of mobility. The nature of these indicators was ex-
plained in Chapter 6. The four indicators and the scores
derived are as follows:

1. Symptoms:
Number of symptoms Scores

0 0
1 1
2-3 2
4-7 3
8+ 4
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2. Chronic conditions :
Number of conditions Scores

0 0
1 1

2 2
3 3
4+ 4

:3. Limitation of activity
Degree of Limitation Scores
None 0
Unable to garden 1

Unable to shop or climb stairs 2
Unable to do housework or walk 3
Greater degree 4

Limitation of mobility :
Degree of limitation Scores
None
Confined to house 2
Confined to chair 3
Confined to bed 4

If the total of the component scores for an individual was
six or more, he was classified as in "poor" health; if less than
six. as in "good" health. Independent rating by a physician of
a subsample of the interview schedules agreed with the good-
poor classification in about 90 percent of the cases. Accord-
ingly, the technique was regarded as accurate enough for the
objective for which it was devised.

The distribution of the total sample population by sex, age,
and health rating is shown in Table 7.13.

Table 7.13. Numbers and Percentages of Persons According to
Health Index, by Sex and Age, Household Survey of the Aged,
Pinellas County, 1959.

Sex and age

Total*

No.

Health Index

Good Poor

Pct. No. Pct. No. Pct.

Both sexes 2,529 100.0 1,895 74.9 634 25.1
65-74 1,765 100.0 1,365 77.3 400 22.7
75+ 764 100.0 530 69.4 234 30.6

Male 1,245 100.0 963 77.3 282 22.7
65-74 847 100.0 672 79.3 175 20.7
75+ 398 100.0 291 73.1 107 26.9

Female 1,284 100.0 932 72.6 352 27.4
65-74 918 100.0 693 75.5 225 24.5
75+ 366 100.0 239 65.3 127 34.7

" Excludes respondents whose ace was not reported.
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The remainder of this section and the corresponding sec-
tion dealing with the costs of health care make use of this
division of the sample population on the basis of the health
index.

Medical Practitioners

The median number of visits to or from physicians (M.D.)
reported by persons in poor health was three times as great
as for those in good health ( Table 7.14 ). Based on the me-
dian visits for all respondents ( 6.36 visits), males in good
health had 73.7 percent of their prorata share of visits, males
in poor health, 216.2 percent of their share; females in good
health, 73.1 percent, and females in poor health, 234.7
percent.

For those in good health, median visits varied slightly by
age. The pattern for persons in poor health was different and
varied for males and females. Among the men, the median
number of visits rose from 12.63 visits at 65-74 to 16.19
visits at 75-84, then fell to 9.00 visits for men in the oldest
category. Among the women, the median visits were highest
at ages 65-74 and at a lower level at ages 75-84 and
85 and over.

Table 7.14. Median Physician (M.D.) Visits According to
Health Index, by Sex and Age, Household Survey of the Aged,
Pinellas County, 1959.

Age

Sex and health index Total 65-74 75-84 85+

Both sexes 6.36 6.16 6.98 5.80

Good health 4.67 4.64 4.69 5.00
Poor health 14.41 14.37 14.59 10.00

Male 6.21 6.02 6.85 6.00
Good health 4.69 4.66 4.63 5.50
Poor health 13.75 12.63 16.19 9.00

Female 6.51 6.30 7.08 5.00
Good health 4.65 4.62 4.79 4.25
Poor health 14.93 15.53 12.50 12.50

On the basis of use of a physician's services one or more
times during the course of the two-year period of observa-
tion, there was considerable difference between the relatively
well and the relatively sick (Table 7.15).
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Table 7.15. Percentages of Persons Who Used the Services of
Physicians (M.D.) During Two-Year Period, by Sex, Age and
Health Index, Household Survey of the Aged, Pinellas County,
1959.'

Sex and age Good health Poor health
Both sexes 68.4 95.9

65-74 68.3 96.5
75+ 68.9 94.9

Male 67.3 96.5
65-74 68.0 96.6
75+ 65.6 96.3

Female 69.6 95.5
65-74 68.5 96.4
75+ 72.8 93.7

Persons whose age was not reported excluded from computations.

Of those in poor health, more than 19 of every 20 had made
use of physician services, while less than 7 in 10 of those in
good health had done so. There was no significant difference
according to age and sex.

The tendency for use of physician services to be directly
related to annual family income prevailed for those in good
health as well as for those in poor health (Table 7.16). Of
the 265 persons whose income was reported as less than
$2,000 per year and whose health according to the index was
poor, all but 18 ( 6.8% ) had seen a physician in the preced-
ing two years; of the 360 persons with income of $2,000 or
over whose health was rated poor, all but nine (2.5% ) had

Table 7.16. Percentages of Persons Who Used Services of Phy-
sicians (M.D.) During Two-Year Period According to Health
Index, by Sex and Income, Household Survey of the Aged, Pinel-
las County, 1959.*

Sex and income
Users of physician (M.D.) services

Good health Poor health
Both sexes

Less than $2,000 60.8 93.2
$2,000+ 72.7 97.5

Mzle
Less than $2,000 57.5 95.8
82,000+ 70.6 96.7

Female
Less than 82,000 62.7 91.8
$2,000+ 75.7 98.3

a Excludes respondents whose i,come was not reported.

visited a physician at least once. Thus, almost all persons in
poor health, irrespective of income, received some services
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from physicians. Considering those in good health, a lower
percentage had used physicians' services during the two
years, and those of low income had received appreciably less
service than those with higher income.

Dentists

The foregoing analysis showed that persons in poor health
consumed, on the average, considerably more practitioner
service than those in good health, but the opposite appears
to be true regarding dental service. A substantially larger pro-
portion of the respondents in poor health had not visited a
dentist for three years or more ( Table 7.17). The same find-
ing holds for males and females considered as separate
groups.

Table '7.17. Percentages of Persons Who Had Not Visited a Den,
tist for Three Years or More, by Sex, Age, and Health Index,
Household Survey of the Aged, Pinellas County, 1959.*

Sex and age

Three years

Good health

or more
Poor health

Both sexes 50.7 57.5
65-74 47.6 56.8
75+ 59.8 59.9

Male 53.7 64.0
65-74 50.6 63.6
75+ 59.7 63.8

Female 48.6 53.3
65-74 44.7 51.6
75+ 60.1 56.6

For number (1 persons, see Table 7.13. This table excludes re-
spondents For whom the intenal since last dental visit was not
reported.

For the sample as a whole, the unfavorable differential as
to dental care of those in poor health prevailed at ages 65-74
but not at age 75 and over, where there were virtually identi-
cal percentages of the well and the sick in the two dental-
care intervals. The relatively sick, however, proved les: likely
than the relatively well to have obtained dental care within
the past three years in all age-sex categories except females
aged 75 and over.

The effect of annual family income in bringing about these
relationships is presented in Table 7.18. These data indicate
that even when the amount of income is controlled, persons
in good health tend to receive more dental careas evidenced
by the interval since the most recent visit to a dentistthan
do those in poor health. The single exception is women aged
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75 and over who, while in poor health, on the average ob-
tained care by a dentist more recently than those in good
health.

Table 7.18. Percentages of Persons According to Interval Since
Last Visit to a Dentist, by Sex, Age, income and Health Index,
Household Survey of the Aged, Pinellas County, 1959.*

Sc, x age and income

Both sexes

Three years or more since

Good health

last dental visit

Poor health

Less than $2,000 60.6 69.3
$2.000+ 45.9 49.7

65-74
Less than $2.000 53.7 66.0
$2,000+ 44.6 51.4

75+
Less than 82,000 73.9 71.9
S2.000+ 49.() 47.8

NIale
Less than $2,000 66.8 76.8
$2,000+ 48.9 57.4

65-74
Less than $2,000 57.9 70.2
$2.000+ 48.5 61.1

75+
Less than $2,000 78.6 81.0
82,000+ 48.9 52.4

Female
Less than 82,000 56.9 65.1
$2.000+ 41.6 41.7

65-74
Less than 82.000 51.6 64.0
$2,000+ 39.5 41.6

75+
Less than $2,000 69.7 66.7
$2,0004- 49.0 42.0

I or nimilwr ur perv.tr:, fable 7.1 t. tablv tAtilities rtspondttits whose
inrumo t- inturA .intt laa dental si.it ,'c 11.11 rtporttkl.

Hospitals
The sick as defined by the index were more than twice as

likely to have been hospitalized during the two-year period of
observation ( Table 7.19). While less than one fifth of the
respondents in good health spent some time in hospitals,
about two fifths of those in poor health were admitted. Hos-
pitalization of males in poor health was more than twice as
common as for those in good health; for females the differ-
ence was more than two and a half times.

The tendency for a higher proportion of the sick than the
well to be hospitalized was less pronounced at age 75 and
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over than at ages 65-74. At the lower ages, the proportion in
poor health hospitalized was two and one-half times greater
than the corresponding proportion in good health: at the
higher ages. however, twice as many in poor health as in good
health, relatively, had had hospital treatment. This decrease
in the relative excess of hospitalization of the sick as com-
pared with the well at age 75 and over is accounted for by the
experience of the females. For them, at ages 65-74, three
times as large a share of those in pool' health as those in good
health were hospitalized, while among those at the higher
ages less than twice as many of the sick as compared with
the well reported one or more hospital admissions (Table
7.19).

Table 7.19. Percentages of Persons Who Had Been Hospitalized
During Two-Year Period, by Age, and Health Index, House-
hold Survey of the Aged, Pinellas County, 1959.*

Hospitalized during two-year period

Sex and age Good health Poor health

Both sexes 17.9 41.1
65-74 17.6 43.6
75+ 18.9 36.8

Male 20.4 42.6
65-74 20.8 43.4
75+ 19.5 41.1

Female 15.4 39.9
65-74 14.4 43.7
75+ 18.3 33.1

" For numbers of persons, see Table 7.13.

The data on hospitalization according to income status
reveal very small differences for those in good or in poor
health ( Table 7.20 ).

Table 7.20. Percentages of Persons Who Had Been Hospitalized
During Two-Year Period, by Sex, Income, and Health Index,
Household Survey of the Aged, Pinellas County, 1959.*

Hospitalized during two-year period

Sex and Income Good health Poor health

Both sexes
Less than $2,000 15.4 40.1
$2,000+ 19.8 41.9

Male
Less than $2,000 16.6 37.9
$2,000+ 22.9 44.8

Female
Less than $2,000 14.7 41.3
$2,000+ 15.4 38.9

For number of persons, see Table 7.13. This table excludes respondents whose annual
family income was not reported.
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Medicines and Drugs

As would be expected, frequency of use of medicines and
drugs varied decidedly on the basis of health rating. Four
fifths of the respondents whose health was poor, as against
somewhat more than hall' of those whose health was good,
reported daily use of medicinal preparations (Table 7.21).

Table 7.21. Percentages of Persons According to Frequency of
Use of Medicines and Drugs, by Sex and Health Index, House-
hold Survey of the Aged, Pinellas County, 1959.*

Sex and frequency

Both sexes

Good health Poor health

Daily 54.9 80.6
Weekly 2.5 1.6
Rarely 5.4 1.3
When ill only 33.5 13.6
Not reported 3.7 2.9

Male
Daily 53.3 82.5
Weekly 2.9 1.1

Arely 5.1 1.8
When ill only 35.0 11.6
Not reported 3.7 3.0

Female
Daily 56.5 79.2
'Weekly 2.2 2.0
Rarely 5.6 0.9
When ill only 32.1 15.0
Not reported 3.6 2.9

I his table relates to those respondents ho used medicines and drugs; littler persons
have been omitted.

kk'hile about one eighth of those in poor health took medi-
cines only when ill, a third of those in good health followed
this practice. The same relationships prevailed for men and
women separately.

Nearly all the respondents whose health was poor reported
the use of medicines and drugs during the two years, while.
less than two thirds of those in good health gave the corre-
sponding response (Table 7.22 ). ..\mong the relatively well,
persons with an annual income of $2,000 or more were a
little more likely than those with less than that amount to
have utilized medicines. Among those in relatively poor
health almost 100 percent used medicines, regardless of the
income class.
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Table 7.22. Percentages of Persons Who Used Medicines and
Drugs, During Two-Year Period, by Sex, Income and Health
Index, Household Survey of the Aged. Pinellas County, 1959.*

Sex and income.

Both sexes

Used medicines

Good health

and drugs
Poor health

Less than 52.000 62.7 97.4
$2.000+ C5.6 97.2

Male
Less than $2,000 57.5 96.8
$2,000+ 62.6 97.3

Female
Less than 52,000 65.9 97.7
$2.000+ 69.9 97.1

1.14 numbur of persons, see fable 7.13. This table excludes respondents whose
annual lamilv inioni and ;or use of drues and inilicines was nut reported.

Liberator!' Tests and X-rays
Nearly twice as large a proportion of those in poor health

as of those in good health had had laboratory tests or x-rays
(Table 7.23). From the opposite point of view, only one
fourth of the sick had not had one or more such services as
compared with three fifths of the well.

A higher proportion of men than of women in good health
had used these services: however, of persons in poor health,
a larger proportion of women reported tests or x-rays. The
differences were relatively small in both instances.

Utilization of these services was lower at age 75 and over
than at ages 65-74 for both men and women, regardless of
health status. The lover rate of use at the higher ages was
especially pronounced among persons in poor health.

Table 7.23. Percentages of Persons Who Had Laboratory Tests
and X-rays During Two-Year Period, by Sex, Age, and Health
Index, Household Survey of the Aged, Pinellas County, 1959.*

Used laboratory and
two-year

x-rays during
period

Sex and age Good health Poor health

Both sexes 39.8 74.5
65-74 40.6 78.4
75+ 37.7 67.5

Male 41.6 73.0
65-74 43.0 76.4
75+ 38.4 67.3

Female 37.9 75.6
65-74 38.2 79.9
75+ 36.9 67.7

Excludes persons whose age and/or use of these services was not reported.
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Regardless of health status, persons with higher incomes,
on the average, were more likely to have had laboratory tests
and x-rays than those in the lower income class (Table 7.24).
Amount of income made a greater difference in utilization

Table 7.24. Percentages of Persons Who Had Laboratory Tests
and X-rays During Two-Year Period, by Sex, Income, and Health
Index, Household Survey of the Aged, Pinellas County, 1959.*

Sex and income
Both sexes

Used laboratory and
two-year

x-rays during
period

Good health Poor health

Less than $2,000 32.8 67.0
$2,000+ 43.8 79.9

Male
Less than $2,000 33.2 63.2
$2,000+ 45.5 78.1

Female
Less than $2,000 32.6 69.2
$2,000+ 41.4 81.7

rxclticics 107 persans whom: income was not reported.

rates for those in good health, a finding consistent with that
between the volume of physician care and income. It is nota-
ble that one third of those with annual incomes below $2,000
rated by the health index as being in relatively good health
had used laboratory services at least once during the two
years; and-it is even more notable that among those in the
lower income class rated as having poor health, two thirds
had received such services.

Similar differences prevailed for males and females. The
lowest utilization rate prevailed for women with less than
$2.000 per year who were in good health ( 32.6% ); the
highest, for women with $2,000 or more per year who were
in poor health (81.7% ).

Comparison of Utilization Rates with National Norms

Statistics indicate considerably lower levels of utilization
of physician care in Pinellas County tharrin the nation for a
comparable period (Table 7.25); however, the National
Health Survey design related to one year preceding the inter-
view in which information was sought, while the preSent
survey related to two years. Recall is less and less reliable as
the length of the period of retrospective observation in-
creases. Accordingly, the one-year rates for Pinellas County
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Table 7.25. Average Annual Number "Cif. Physician Visits per
Person per Year for Persons 65 Years and Olcler, by Sex and Age,
United States, 1957-1959,, and Pinellas/County, 1959.

Number of visits
per person per year

Sex and age
I3oth sexes

United States Pinellas County*

4.8
Male '6.1 4.6
Female 7.3 5.0

65-74 6.5 4.4
75+ 7.3 5.7

Data collected on the basis of t o-years' cxperi,nue. Statistics shown arc one half
of the INN , yea r fit:tires.

as shown in the table may understate the number of visits.
The description of the sample and the analysis of recent
migrants indicated that their socioeconomic level was some-
what higher than that of older people of the United States as
a whole. Nloreover.:15 percent of .those who had taken up
residence within the past four..yelutiad chosen Florida be-
cause of specific health Roblems. Thus it appears likely
that they were in a bette-tli4-average position topulichase
medical care and that a considerable.proportionhatl4rrived
in the area with above-avepge requirements for phySician
services.

With regard to other types of rEtedleal services discussed
earlier in this chapter, comparable national data are not
available.

Costs of Selected Medical Services and Facilities:
Sample as a Whole

Each respondent was asked to report the cost of each type
of medical service he had used during the two-year period.
When it was not possible to state the exact cost, he was re-
quested to provide an approximatiokl. It appeared likely that
overstatements and understatementwesulting from inability
to recall exact amounts ten,pd to he offsetting. However,
biases may have resulted fttCm conscious or unconscious
tendencies to exaggerate or Minimi4 medical-care expendi-
tures. For example. persons favoring governmental pro-
grams of additional provision for medical care may have felt
that their interests would be,o(431.est by making costs
appear high, while those oppo.tT kp.rograms, especially
persons with large resources, mktir4i4,00tended to report
lower than actual costs. In4the aboltetiOrtecords to corrobo-
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rate the financial reports secured by interviewers, these un-
certainties cannot be resolved. However, in many cases,
respondents consulted invoices, statements, and cancelled
checks in an effort to be as accurate as possible. Based upon
discussions with the interviewers and inspection of the indi-
vidual schedules for internal consistency, it is believed that
the vast majority of the reports were made in a truthful
manner.

Pity sicians (M.D.)

The largest proportion of the respondents more than one
fourthreported expenditures of $10-$49 for the services of
physicians (M.D.) during the two-year period (Table 7.26).
However, almost as large a percentage had riJ expense for
such care. Those whose expense was below $100 comprised
three fourths (76.4% ) of the sample. Differences for males
and females were negligible.

Table 7.26. Number and Percentage of Persons, and Total
Amount, Percentage, and Average Amount of Expenditures Dur-
ing Two-Year Period for Physician (M.D. ) Services, by Cost Class,
Household Survey of the Aged, Pinellas County, 1959.

Persons Expenditures

Pet. AverageCost No. Pct. Total

Total 2,485* 100.0 $234,644 100.0 $ 94
None 683 27.5. 0 0 0
Less than $10 200 8.0 1,115 0.5 6
$10-$49 708 28.5 16,128 6.9 23
$50-$99 307 12.4 19,862 8.5 65
$100-$199 240 9.7 31,303 13.3 130
$200-$399 203 8.2 53,930 23.0 266
$4004599 76 3.1 34,908 14.8 459
$600-$999 41 1.6 28.618 12.2 698
$1,000+ 27 1.1 48,780 20.8 1,807

Excludes 59 respondents Who Failed to report amounts spent for this service.

The average expense for care by physicians (M.D.) for all
respondents, regardless of whether they received such serv-
ice, amounted to S94 during the two-year period. (For those
who had physician expense, and reported the amount, ex-
penditures averaged S130 per person.) Relatively small num-
bers of older people accounted for a decidedly large share of
total costs. The 27 individuals who had expenses of $1,000
or more, for example, comprised only 1.1 percent of those
reporting the amounts, yet their spending amounted to 20.8
percent of all expenditures. Similarly, the 347 persons who
spent $200 or more during the period were 14.0 percent of
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all respondents reporting expenditures, but their expense
amounted to 70.8 percent of total spending.

Expenditures by males were higher than those for females
($101 compared with $83 ). but the difference resulted al-
most entirely from the costs incurred by 17 males with
spending in excess of $1,000 per person. Although they
comprised only 1.4 percent of males reporting amounts
spent, their expenditures made up 27.5 percent of total pay-
ments by men.

Hospitals

With regard to amounts paid by members of the sample
for hospitalization, a distribution much like that in the case
of physician expenses was found; that is, relatively few in-
curred a large share of the expense (Table 7.27). Persons
with costs of $1,000 or more, totaling $79,633, comprised
only 1.8 percent of all respondents and 8.3 percent of those
with hospital expense of known amount; yet they accounted
for 37.2 percent of all funds spent for hospitalization during
the two years. Similarly, those with costs of $600 or more
per person, totaling $122,417, made up 4.0 percent of all re-
spondents and 18.1 percent of those with exact expenditures
reported; but their payments amounted to 57.2 percent of
total expenditures.

Considering users only, application of data from Table

Table 7.27. Number and Percentage of Persons, and Total
Amount, Percentage, and Average Amount of Expenditures Dur-
ing Two-Year Period for Hospitalization, by Co i t Class, House-
hold Survey of the Aged, Pinellas County, 1959.

Cost

Persons Expenditures

No. Pct. Total Pct. Average

Total 2,497* 100.0** $213,842 100.0** $ 86
None 1,940 77.7 0
No cost 48*** 1.9 0 0
Less than $10 6 0.2 32 **** 5
$10-$49 37 1.9 969 0.5 26
$50-$99 42 1.7 2,933 1.4 70
$100-$199 107 4.3 15,185 7.1 142
$200-$399 154 6.2 42,562 19.9 276
$400-$599 62 2.5 29,744 13.9 480
$600-$999 55 2.2 42,784 20.0 779
$1,000+ 46 1.8 79,633 37.2 1,731

Excludes 47 respondents who used but failed to report amounts spent for this service.
Because of rounding, these percentages do pot total 100.0.
These respondents were hospitalized at third party expense, i.e., welfare, military,

veterans.
Less than 0.1 percent.
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7.27 shows that the largest cost class, 5200 -5399, accounted
for more than one-quarter ( 27.6% ) of those hospitalized.
The next largest number of users had costs varying from
$100-$199 ( 19.2% ); and the third largest number had costs
from S400 -S599 for the two years. About one fifth of the
respondents ( 18.1%, ) paid hoSpital expenses of $600 or
more. A total of' 48 persons ( 8,6% ) reported use that was
paid by third parties such as welfare agencies. the military
services. and the Veterans Administration. The median
range of expenditures of hospitalized respondents was $2.00
S399. Other data showed that sex differences in spending by
cost class were not remarkable.

Medicines and Drugs

Because of the nature of the expenditures, costs of medi-
cines and drugs are perhaps the least likely of the medical
services to have been reported accurately. Individuals whose
only or major' preparations were prescribed drugs taken on a
periodic basis would have been able to estimate rather exactly
the expense over the two-year span. It is reasonable to sus-
pect, however, that a substantial proportion of the respon-
dents had purchased a variety of prescription and non-
prescription drugs as well as vitamins, minerals, "tonics,"
and household remedies during the period and that they
could give only an approximation of the amount of such
expenditures.

Table 7.28. Number and Percentage of Persons, and Total
Amount, P_rcentage, and Average Amount of Expenditures Dur-
ing Two-Year Period for Medicines and Drugs, by Cost Class,
Household Survey of the Aged, Pinellas County, 1959.

Cost

Person
Pct.

Expenditures

No. Total Pct. Average

Total 2,444* 100.0 $254,277 100.0 $ 104
None 943 38.6 0 0 0
Less than $10 115 4.7 533 0.2 5

$10-$49 369 15.1 11,159 4.4 30
S50 -S99 254 10.4 18,890 7.4 74
$100-$199 343 14.0 50,235 19.8 146
$200 -S399 309 12.7 90,782 35.7 294
$400-$599 59 2.4 31,596 12.4 536
$600-8999 46 39,334 15.5 855
$1000+ 6 0.2 11,748 4.6 1,958

Excludes 100 responderts who failed to report amounts spent for this service.
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Of those having expense for medicines and drugs, the
largest proportion had costs in the $10-$49 range, the median
was 5100 -5199 ( Table 7.28). Although use of drugs and
medicines was a common practice, a fairly large share of the
respondents spent relatively small amounts during the peri-
od. Thus of the users (49.2% ) reported expenditures of
less than $100, or an average of less than $50 per year. Of all
respondents, excluding those not reporting amount of ex-
pense, more than half ( 58.4% ) had spent less than $50 in
the two years, or under S25 on the average per year. Because
of the commonness of this health-care practice, expenditures
in the aggregate were high.

The distribution of expenditures by sex does not reveal any
consistent differences except that average expenses of males
exceeded slightly those of females.

The cost pattern for medicines and drugs differed from
that for physician services and hospitalization. Expenditures
were concentrated to a much smaller degree among a few
individuals who experienced high costs. The six persons who
spent $1,000 or more made up 0.2 percent of all respondents
and 0.4 percent of all users of medicines and drugs, yet their
total expenditures comprised 4.6 percent of total costs, a
much less striking imbalance than that observed for physi-
cian services and hospitalization. Mean expenses for two
years of those who used medicines and drugs ( $169) were
lower than the corresponding figures for users of hospital
service ($384) and higher than that for users of physician
service ( $130 ).

Total Cost of Selected Medical Services

Table 7.29 contains data regarding total expenditures of
the respondents for one or more of the following medical
services: physician ( M.D. and/or D.0.), chiropractor and/or
other non - M.D. -D.O. practitioner, public or private clinic,
hospital. nursing home, visiting nurse, full-time nurse at
home, laboratory tests and x-rays, and medicines and drugs.
The figures do not include costs of dental care and health
and hospitalization insurance. In view of these omissions,
the possible understatement of costs for medicines and drugs,
and the underestimations of expense resulting from inability
of recall over the two-year observation period, it can be
stated without qualification that the figures shown in the
table fall decidedly short of the total costs of medical services
for the sample population.
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Table 7.29. Number and Percentage of Persons, and Total
Amount, Percentage, and Average Amount of Expenditures Dur-
ing Two-Year Period for Selected Medical Services * by Cost
Class, Household Survey of the Aged, Pinellas County, 1959.

Cost

Persons

No. Pct.

Expenditures
Total Pct. Average

Total 2,509** 100.0 $784,502 100.0 $ 313
None 407 16.2 0 0 0
Less than $10 115 4.6 597 0.1 5
$10-$49 407 16.2 9,971 1,3 24
$50-$99 291 11.6 20,731 2.6 71
$100-$199 347 13.8 49,596 6.3 143
$200-$399 367 14.7 106,195 13.5 289
$400-5599 198 7.9 96,004 12.2 485
$600-$999 169 6.7 128,981 16.5 763
$1000+ 208 8.3 372,427 47.5 1,791

Includes one or more of the following services: physicians (M.D. and D.O.), chiro-
practors and other non - M.D. -D.O. practitioners, clinics, hospitals, nursing homes, visit-
ing nurses, full-time nurses at home, laboratory tests and x-rays, and medicines and

" Excludes 35 respondents who failed to report amounts for these services.

The commonest category for those with medical expense
was $10-49. The median cost class for respondents, whether
or not they had medical expense during the two-year period,
proved to be $100-5199.

An examination of actual expenditures according to cost
class revealed the same general pattern that has emerged in
regard to the component medical costs, a wide range of costs
with striking concentration among a few respondents. The
contrast is exemplified by the observation that 115 persons
reported spending an average of $5 for the two years-52.50
per yearwhile at the opposite extreme 208 persons paid an
average of $1,791 or $896 per year.

Based on the estimated sample ratio of 2.96 percent, total
expenditures for the selected medical services expanded to
the noninstitutional population of Pinellas County as of 1959
are presented in Table 7.30. It must be stressed that the
figures undoubtedly reflect underestimates of costs (result-
ing from factors already discussed ) and, therefore, must be
regarded only as approximations. The data are interesting
because of the indication that persons 65 and over not living
in institutions spent $26.5 millions during the two-year pe-
riod for services that do not include dental care and health
and hospital insurance.. The three component medical serv-
icesphysicians, hospitals, and medicines and drugsaccount
for nine tenths of all expenditures for the selected medical
services. Spending for medicines and drugs represented the
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Table 7.30. Estimates of Costs of Selected Medical Services for
the Noninstitutional Population Aged 65 and Over, Pinellas
County, 1957-1959.

Service

Se lected medical
services

Sample

$784,502
Physicians (M.D. and D.O.) 234,644
Hospitals 213,842
Medicines and drugs 254,277

Total non institutional
population aged 65+,

Pinellas County

Amount Percentage*

$26,485,801
7,921,816
7,219,749
8,584,646

100.0
29.9
27.3
32.4

Percentages do not total 1011.0 because of omission from this table of costs of several
medical sets ices.
" lot Indus the following: physicians (. \1.I). and 1).0.), chiropractors and other non-

1).0. pr,otoioocrs, slinks, hospitals, nursing homes, sisitinv, nurses, full-time
nurses at hwnc. laborator% tests and x-rays, and medicines and drugs.

largest outlay; expense for physician services the next
largest; and that for hospital costs, the third largest.

Comparison of Costs with National Norms

The comparative data presented in Table 7.31 were ob-
tained by use of different methods. In the county survey,
costs and other data were obtained in the course of a single
interview; in the national survey, upon completion of the
routine interview, the worker left with the informant forms
relating to medical costs which were to be completed and re-
turned by mail. The NI-IS method permitted household mem-

Table 7.31. Health Expenses per Person per Year for Selected
Types of Expense for the Noninstitutional Population Aged 65+,
United States, July-December, 1962,1 and Pinellas County,
1957-1959.

Pinellas County*Type of Expense United States

Doctor $62 $47
Hospital 53 43
Medicine 54 52

(hie half of twii-year experience. In computing these averages, persons who used the
sets ices but did not state cost were omitted.

bers to consult records and, therefore, probably eventuated in
more complete and accurate returns. Moreover, the informa-
tion relates to a one-year period rather than the two-year
period used in the Pinellas study; and the losses of incidents
and of accuracy through failure of complete recall have been
mentioned. Finally, the available national data are for a
year ending between July and December, 1962, and the coun-
ty data relate to two earlier years ending in 1959.
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l'inellas County respondents reported the largest expendi-
tures per person for medicines and drugs: those in the United
States at large, for doctors. Compared with the national
norm. expenditures for medicines in Pinellas County were
large constituting 96 percent of the NHS figure, compared
with 81 percent in the case of hospitals and 76 percent for
doctors, This may reflect more spending by older people in
the county for medicines and drugs than is true for the na-
tion as a whole.

Summary

Analysis of utilization and costs of medical services during
a two-year period by the older population of Pinellas County
has revealed these findings:

1. Physician care was received one or more times by a
larger proportion of the respondents ( 81.7% ) than any.other
medical service: other types of medical services used by large
percentages were medicines and drugs ( 72.8% ), laboratory
tests and x-rays (48.5% ), and hospitals (23.7% ).

2. Four fifths of all persons stated that they had a physi-
cian in the city or county who regularly took care of their
illnesses.

3. The degree to which physician ( M.D. and D.O.) serv-
ices were used varied widely: over one fifth of the respon-
dents (22.9%) reported no visits; about one fourth, fewer
than four: and nearly one seventh (13.7% ), 20 or more.

4. About one half ( 51.5% ) of those interviewed said that
they had a "regular" dentist.

5. One third (32.8% ) of the samr:e members had seen a
dentist for professional service within the year preceding the
interview, but more than one half ( 52.5% ) had not had care
within a three-year period.

6. Dental-care behavior of the edentulous and the non-
edentulous contrasted: three fourths ( 74.3% ) of the former
had not received dental care within the past three years,
while three fourths ( 75.5% ) of the latter had obtained den-
tal service within that time span.

7. Less than one tenth (7.0% ) of the respondents utilized
the services of chiropractors and other non-M.D.-D.O. prac-
titioners.

8. Of those hospitalized, the median patient remained 11
days, but one fourth (24.2% ) reported hospital stays of 20
days or more.
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9. Only 12 persons ( 0.5% ) had been patients in nursing
homes during the two -year period.

10. One twentieth of the sample population ( 5.0% ) had
obtained medical service at public or private clinics,

11. Of the large proportion who reported use of medicines
and drugs, nearly one half ( 47.4% ) took such preparations
daily.

12. A considerable share ( 45.0% ) of those who had uti-
lized laboratory services had clone so only once or twice, but
over one twentieth ( 5.5% ) reported using tests and/or
x-rays more than 10 times during the two-year observation
period.

13. Approximately one twentieth ( 4.7% ) of the sample
population used hearing aids; four out of ten regarded them
as unsatisfactory.

14. Those respondents rated by use of a health index as in
poor health obtained a much higher volume of physician,
dental, and hospital services, used medicines and drugs more
frequently, and received more laboratory tests and x-rays
than those defined as being in good'health.

15. For all respondents, regardless of whether they re-
ceived the individual medical services, physician costs aver-
aged S94 for the two years, hospital charges 586, and costs of
medicines and drugs. 5104.

16. For those respondents who made use of the individual
services and reported expenditures. physician costs for two
years averaged $130, hospital charges, 5384, and costs of
medicines and drugs. $169.

17. The reported combined costs of services of physicians
( M.D. and D.O. ). chiropractors and other non-M.D.-D.O.
practitioners, clinic's, hospitals. nursing homes, visiting
nurses, full-time nurses at home, laboratories and x-rays, and
medicines and chugs averaged $313 for all respondents and
5373 for those who used one or more of the services.

18. It is estimated that the total expenditures of the popu-
lation of Pinellas County aged 65 and over for the medical
services listed in (17) above (excluding dental and health
insurance costs ) for the two-year period 1957-1959 approxi-
mated 526.5 millions.

19. Relatively more females than males used medicines
and drugs and the services of physicians, dentists, and chiro-
practors and other non-M.D.-D.O. practitioners.

20. The use of physicians and medicines and drugs tended
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to become greater at the higher ages, while the use of dentists
and laboratory services tended to decrease with age.

21. Receipt of physician services was directly related to
annual family income.

22. Among persons classified as having good health, rela-
tively more males than females were hospitalized and used
laboratory services, while there was no sex differential for
use of physicians; among those classified as in poor health, a
higher proportion of females than of males had laboratory
tests and received dental care, but a higher proportion of the
males were hospitalized.

23. Among the relatively well, receipt of hospital services
tended to become greater with age, while the opposite ten-
dency prevailed for the use of dentists and laboratory serv= .
ices; among the relatively sick, on the other hand, use of
physicians, dentists, hospitals, and laboratory service de-
creased with advancing age.

24. A direct relationship _existed between amount of
income and use of physicians, dentists, hospitals, and lab-
oratory services for those in good and in poor health.
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CHAPTER 8

Supplementary Studies

A prominent objective of the research group was to utilize
the accumulated findings as a guide for designing or improv-
ing health programs to meet demonstrated needs. The num-
bers of those with chronic illness living alone or with an aged
partner indicated the desirability of expanding home health
services. More precise information concerning public health
and visiting nurse needs and the possible role of homemaker
services was essential, however, for the household survey had
provided little information on home services and none re-
garding possible gaps in services to those in nursing homes.
Studies were developed to obtain supplementary observations.

Senility was an obvious problem particularly among the
aged in nursing homes. Determination of incidence or prev-
alence or measurement of its relative degree in the indi-
vidual were impossible due to lack of usable test instruments.
The possibility of developing such an investigative tool was
suggested by a senior staff member of the Division of Chronic
Diseases. U. S. Public Health Service. With support provided
by a separate contract, the research division assumed respon-
sibility for this related but independent investigation de-
signed to develop a screening test for senility.

The findings of four supplementary studies are described
in this chapter.

Evtrahospital Nursing Needs
Pinellas County had a tax-supported public health nursing

program and. under the same direction, two voluntary visit-
ing nurse agencies serving different,arcas of the county
deriving support from public contributions and fee-for-
service collections. The former devoted major attention to
maternal and child health, while the latter provided bedside
nursing care predominantly to aged clients. Those guiding
these programs questioned whether their efforts were yield-
ing maximum benefits where most needed and appreciated
the potential value of a detailed examination of extrahospital
nursing needs.

Two other conditions made this supplementary study
practicable. An investigation of the desired type had been
completed in Butler County, Pennsylvania, by Professor
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Janice Mickey of the Graduate School of Public Health, Uni-
versity of Pittsburgh. She had expressed the hope that this
would be replicated in other communities. Thus a schedule
and a manual of detailed instructions and a consultant were
available. But any study involving home interviews of a sub-
stantial sample is costly. The study could be done within the
research division with the aid of senior pt ,.sonnel, if addi-
tional funds were available. These were provided through a
two-year project grant from the Bureau of State Services,
U. S. Public Health Service. The supervisor of the visiting
nurse program. Miss Mary K. Pratt, joined the Research Divi-
sion as Project Director, A full report of findings has been
submitted. A summary of the plan of the investigation and
some of the observations are given here.

The objectives of this study were to determine the nature
and the extent of extrahospital nursing needs in a random
sample of Pinellas County households. The sample of 3.200
addresses was drawn by the research division by an area-
sampling design. Six experienced public health nurses
nerved as interviewers. The use of professional personnel
was essential since the design of the study required that the
nurse interviewer make three independent judgments. The
presence and severity of a health problem was measured on
a five point scale from none to critical. Also, the ability of
the family to cope with the problem was indicated in five
steps from unable to cope to excelle;,t ability. Lastly, there
was a judgment as to whether home nursing could solve or
ameliorate the problem. The detailed manual of instructions
defined the degrees of severity of health problems and the
varying abilities to cope with them. The nurses made their
judgments in accordance with these instructions.

The interview elicited information adequate to classify the
households for analytical purposes. This was done in two
ways. Households were divided into four types according to
age composition: (1) preschool children, (2) school-age
children. (3) younger adults. (4) older adults. Specific defi-
nitions for these groupings were provided. Also, each house-
hold was classified according to socioeconomic status (SES)
on the basis of the occupation of the head of the household.
Thus, group I SES households included those in which the
head was a professional, manager, official, or similar person
in a high status occupation. Group II included the families
of farmers, craftsmen, foremen, and operatives. Group III
household heads were domestics, laborers, and service
workers.

Analysis of the data revealed that all but 3 percent of the
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households had some identified health problem, and more
than one-half were judged to have need for home nursing
visits. The following table of ten categories indicates the
frequency of occurrence of problems and the judged need
for the services of a public health or visiting nurse:

C.ttegory

Percentages of all
households with
health problems

Percentage of all
households needing

musing visits
Total families 97.4 55.3

Food habits 82.1 66.4
Preventive health practices 52.5 34.2
Acute and long term illness 66.3 16.4
Dental practices 41.6 16.6
Accident prevention 20.3 16.2
Recreation 17.7 10.6
Sleep 24.5 9.8
Older age persons 22.1 8.1
School age chi'dren 10.6 7.9
Immunization 19.5 5.6

......_ -

The most common health problem related to family food
habits and the most common need was aid in the solving of
this problem. The need for assistance with nutrition prob-
lems was particularly common in households with preschool
children and those in the lower socioeconomic group. The
need was least in households of older adults and in the
highest socioeconomic group. The inquiry revealed the
common occurrence of inadequate intake of essential foods
such as green leafy and deep yellow vegetables, and milk
and dairy products. Obesity and underweight were also
important problems. It appeared obvious from the data that
these problems justified considerable public health attention.

The preventive health practices category as defined was
concerned with such things as chest x-rays, immunizations,
and the need for medical care for preventive purposes. Of
all households, 34 percent were considered to need nurse
visits to guide in these matters. These needs were equally
distributed among households of varying composition and in
different SES groups. Contrary to prevailing opinion, house-
holds in the higher socioeconomic group had needs in this
area as frequently as those in the lower socioeconomic class.

Almost half of all acute and long-term illness was among
persons aged 65 and over. Two thirds of all households had
problems in this category, but only a quarter of these were
considered to need nursing visits. The need was approxi-
mately equal in households with older adults, younger adults,
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and families with children. Ther.e was greater need in the
lower socioeconomic group.

The households most commonly in need of nursing assis-
tance were not those of the aged, but those containing pre-
school children, particularly in the lowest socioeconomic
group. Older adults were better able to handle their own
problems and thus had less need for nursing support.

Only three of eighteen categories of extrahospital nursing
interest have been mentioned here, Comparable data were
obtained on all. The findings have been analyzed in detail
and are available as a guide for the further development of
specific and appropriate programs.

As an example, from the observations on family food hab-
its, it could be estimated that for the entire county, approxi-
mately 93.000 households would profit from the aid of a
public health nurse. It was clear that satisfying a need of
this magnitude required cooperation of other health workers
and coordination of plans particularly with those concerned
with health education. Similarly, other inquiries revealed
needs calling for the participation of physicians, dentists,
dietitians, nutritionists, educators, social workers, and be-
havioral scientists. The findings have been used as a guide
for the evolution of nursing and other services within the
counts-. Developments of the next decade may be molded to
a considerable degree by the observations of this supplemen-
tary study.

Homemaker Service Needs

The household survey of the aged indicated a high prev-
alence of chronic illness among older persons in Pinellas
County, where nine out of ten individuals 65 years of age
and older were found either to be living alone or with one
other person. usually the spouse. About two thirds were suf-
fering from one or more chronic diseases, and one of ten
had a physical impairment. causing limitation of activity or
mobility.

Those experienced in the provision of services to this seg-
ment of the population agreed that the ill and disabled aged
are better emotionally, socially, and economically if they are
cared for in their own homes. Homemaker programs aid in
making this possible, and also serve to reduce the overcrowd-
ing of hospitals and nursing homes.

Public health and visiting nurses, social caseworkers, and
physical therapists were providing professional services in
the homes of those meeting specific agency aualifications for
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acceptance. However, at the beginning of this study, home-
maker services were available only to families being served
by the Juvenile Welfare Board. These general observations
led to more specific studies of the current need and the poten-
ti role of a homemaker service. With the cooperation of
gencies and individuals concerned, supplementary data

were obtained.
In the spring of 1960, the Public health nurses of the Pinel-

las County flealth Department and those with the visiting
nurse associations collected information about the 725
households Visited by them in the course of their regular
duties during a one-month period. There are seasonal vari-
ations in caseload and differences in program emphasis, but
the findint;s appeared to be generally representative of the
population served by them. The public health nurses tended
to serve larger families with younger members,.and the VNIA
nurses more commonly wereop:9,d to homes with one or
more elderly persons. I loweq-Okpurposes of analysis, the
observations of these two giciiii*iyetecombincd: The one-
page schedule used by them called .fiir.reasons for the visit,
household composition. occupation of head of household,
known health problems, and welfare status. Subsequently
there was an evaluation of the current need for homemaker
services according to specified' criteria. In accordance with
the evaluation, 46 ( 6.3% ) of the 725 households contacted
during the month were in need of homemaker service. There
was a far higher incidence in households of one and two aged
persons. Less need was found in the larger and in the non-
white households. Slightly more than a third of the house-
holds with need were in the lowest socioeconomic group;
about one fifth included one or more members receiving pub-
lic assistance.

The caseworkers of the Florida Department of Public Wel-
fare serving Pinellas County also obtained supplementary
information on the 438 households they visited in period
of one month. One or more individuals in all of these were
either applicants for or recipients of public assistance. This
group was heavily weighted with nonwhite individuals; they
represented half of the population surveyed but only one
third of the households. Forty percent of the heads of the
households were widowed persons. The caseworkers ob-
tained the same type of information as the nurses and in-
quired in greater depth concerning illness and disability of
family members. Of' the 438 households surveyed, 71 per-
cent had at least one ill person and over one third of them
lived alone. Of households with illness 59 percent were corn-
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posed only of individuals 65 years of age or over and four out
of five lived either alone or with one other person. In accor-
dance with the criteria employed, 17.6 percent of the house-
holds had immediate need for homemaker service.

A further inquiry was designed to. assess the prevailing
opinion of personnel of 22 of 26 appropriate community
agencies concerning the need for homemaker service. There
was consensus that the service was needed and agreement by
90 percent of the agencies that they had clients who would
benefit from this service. No agency was able to provide a
statistical estimate of the total need. Representatives of one
third of the agencies felt they were able either to pay for
homemaker service or assist budgetarily in the initiation of
the program.

While these supplementary observations could not provide
the basis for an estimation of the total need. they did reaffirm
that the situation was common. particularly among the aged
segment of the population and especially in the one and two-
person families so numerous in this retirement community.
It seemed obvious that there was a particular need for the
service and that community agencies were in favor of estab-
lishing such a program.

Nursing Home Service Needs

During the summer of 1960 four physicians were assigned
temporarily to the Research Division, Pinellas County Health
Department. for the purpose of obtaining training and ex-
perience in research. As a special subproject of limited scope,
a study of the receipt of physician care of nursing home resi-
dents and the degree to which nursing homes conformed to
the rules and regulations of the Florida State Board of Health
was undertaken. The purposes were to gain further knowl-
edge about these nursing home practices, and to provide the
opportunity for experience in research design, sampling, field
work. and analyzing and reporting of results.

With the assistance of members of the research division
the specific objectives and hypotheses to be tested were de-
veloped. An appropriate schedule of questions with instruc-
tions was formulated and a 25 percent systematic random
sample of nursing home residents was drawn. Interviews
were conducted by the four physicians. The administrators
of the nursing homes provided certain information and
made available patient records for examination.

In all. 26 nursing homes and four homes for the aged, and
217 residents were included in the study sample. The modal
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age group of these patients was 75-84. Women outnumbered
men 2 to the majority 1Vcris widowed.

Nledical care was measured in terms of whether or not
residents were under physician supervision, and if so whether
this was by physician visits to the home, patient Visit to
office or out-patient clinic, or by telephone consultation, and
whether care was provided by an M.D. or other practitioner.
It was found that 12 percent of the residents had had no
medical care during the previous six months; 88.5 percent
of private patients were receiving medical care as compared
with 84.8 percent of welfare patients. About two thirds of
all medical treatment was by physician visit to the nursing
home, slightly more than a quarter by telephone consulta-
tion. and the small remainder ( 7 percent ) at the doctor's
office. There were no clinic visits. Over 90 percent of the
care was provided by medical doctors,

Only one third of the homes complied with all rules and
regulations relative to medical and patient records, and there
was wide variability in completeness on various items, Re-
quired identification data were considered adequate for only
55 percent of patients, Just over one quarter had the required
chest x-ray report on file. A referral record summarizing the
patient's condition on admission was present for only 14.7
percent. All but 2 percent of the records had nurse observa-
tions.

In summary. there were moderately serious shortcomings
in the manner in which necessary and required patient rec-
ords were maintained in nursing homes and homes for the
aged. It was believed that the situation could be improved
by an expanded program of education for nursing home per-
sonnel and this was developed as described in the following
chapter.

Senility

This supplementary study was directed toward the devel-
opment of a useful screening test for senility. An investiga-
tion in this line was suggested by Dr. George Tokuhata of the
Division of Chronic Diseases, U. S. Public Health Service.
Knowing the composition of the research team in Pinellas
County and the nature of their work, he inquired as to pos-
sible interest in adding 'studies of senility. It was indicated
that such a supplementary investigation could be supported
by a contract with his division. In view of the potential value
of this in helping to define more precisely the health prob-
lems of the aging, the immediate response to this proposal
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was favorable. Florida Presbyterian College, St. Petersburg,
acted as the contractor and the research division assumed
administrative responsibility for the conduct of the project.
This arrangement was necessary to make available the highly
specialized senior investigators for this study. Dr. J. C. Dixon
of the Department of Psychology, University of Florida, was
able to assume responsibility for this study while on leave of
absence from his university post. Appropriate quarters in
close association with the research division were obtained.
Of even greater importance. cooperation of community lead-
ers and of selected institutions was required. Introductions
to the proper persons opened the doors to what was needed.
The short-term investigators thus were able to move in and
to proceed expeditiously. This was attained at the expense
of substantial time of the local research team.

The purposes of the study were to develop an operational
definition of senility and to evolve or select screening tests
to measure varying degrees and variations of this condition.
To have practical value in surveys the test could not be too
lengthy or difficult to administer. The instrument when
available would be used in studies of incidence and preval-
ence and for epidemiological investigations. The ultimate
purpose was to make a beginning in public health services
which might have value in aiding in the prevention, detec-
tion and control of senility.

The findings of this project have been reported in detail
elsewhere': only the nature of the study and the results are
presented here. Through library research the project direc-
tor became familiar with the 500 more-or-less promising
scales or schedules which might have value. On the basis
of available information, three components of a test for
senile mental impairment were evolve.. First there was a
scale of manifest behavior. For this. previously developed
behavioral rating scales were examined. From these, items
were selected in the light of findings in the literature on
senility and related conditions. Then some 25 psychiatrists,
other physicians, psychologists, nurses, and social workers
who had had extended professional experience with senile
conditions were asked to specify critical incidents of behavior
which in his opinion distinguished senile from nonsenile re-
actions. Through this process short, positively worded state-
ments of observable behavior were developed which could be
rated for degree or frequency of occurrence. A 30-item scale
was then used on a trial basis and was recast into 25 items
in 5 subscales of 5 items each. This, as finally developed,
can be completed by a knowledgeable rater in about five min-
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utes. It was designed to be completed by two raters who had
observed the subject closely during the preceding 30 days.
Discrepancies in ratings are adjusted by a third person fol-
lowing a conference with the two preceding raters.

A psychological-status interview with eighteen items was
alapted from several standardized mental-status interviews.
This interview also can be completed in about five minutes.
Major attention in this study was directed to the development
of a test battery of mental impairment. This involved draw-
ing from many other available tests.

There followed a prolonged series of tests of appropri-
ate volunteers designed to establish validity of the three-
component test procedures and to improve these through
indicated modifications. The 70 persons included in this
study were selected from nursing home residents; most were
between 70 and 80 years of age. Detailed criteria for the
selection of them were specified. The test required multiple
interviews involving from 4-5 hours total contact time with
each individual.

Detailed analysis of test findings followed. A final test
procedure was evolved which required somewhat over an
hour for cc,ipletion. This is believed ready for wider use
in a proce::s of standardization and evaluation. Despite the
progress in this year of study, it is recognized that continuing
investigation is indicated,
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CHAPTER 9

Development of Health Programs
for the Aged

Public health has long been concerned with the time lag
between results of research and its application to program
development in the community. This study of the health
problems and needs of the aging was designed to extend
beyond the assembling, analysis and interpretation of data.
It was to include the evolution of programs for meeting
needs, seek the acceptance and application of these and
evaluate the effectiveness of planned activities. While the
research team could identify needs, design programs, and
prepare to evaluate them, obtaining the acceptance and ap-
plication of proposed plans was only partially within their
control. There were major problems in this area.

Symposia Series

Utilizing research findings as a guide for meeting com-
munity needs required that findings be made known to
agency representatives and community leaders who would
share in evolving and implementing plans. The technique
decided upon was a series of symposia. The essential ele-
ment was the process of allowing those with a specific or
related i terest in the chronically ill and aged to share in-
formation and seek alternate methods of solving multiple
community health problems. Although specific recommen-
dations for community action were made, in reality the
strength of the meetings was the opening of channels of
communication for further cooperation.

The Community Advisory Committee of the Research Di-
vision was given the responsibility for planning. Physicians,
health educators, social scientists, and nurses from the
health department served as staff members.

The data from the Household Survey of the Aged was
used as basic material for presentation at the symposia.
Additional information was contributed from other studies
condu._:ted by the research division and by physicians and
representatives of local voluntary and official agencies and
speal.r2rs from the state and national levels.

The first symposium was on homemaker services. The
next six concerned particular diseases and conditions, the
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eighth was devoted to prevention, detection, and control of
chronic illness, and the last was on coordination of commu-
nity health services and facilities. Each symposium was
sponsored by one or more organizations especially interested
in the subject. For example, the Community Welfare Council
sponsored the meeting on homemaker services; the Arthritis
and Rheumatism Foundation and the Society for Crippled
Children and Adults sponsored the meeting on arthritic and
orthopedic conditions; the county dental society sponsored
the one on dental problems; and the county nutrition com-
mittee and the dietetic association sponsored the meeting on
diabetes, obesity, and dietary problems. The entire series was
endorsed by the Pinellas County Medical Society.

Attendance was by invitation and limited to approximately
.80 actively interested persons, leaders of health organiza-
tions, professional societies, hospital advisory boards, and
other groups. A special effort was made to enlist representa-
tives of organizations of retired people.

The meetings began with a presentation to all participants
of relevant medical and social research data for the county
by health department staff. National and state officials
described studies and programs elsewhere. Local private
physicians and dentists explained the effects of particular
diseases on the aged. Representatives of local voluntary and
official health agencies outlined existing programs. The par-
ticipants were divided then into small groups and considered
the research findings and suggested programs in the light of
local resources. To encourage discussion and debate, group
leaders were chosen for their skill in group work rather than
for their knowledge of the subject. Each symposium ended
with the presentation of recommendations by the discussion
groups and an exchange of opinions in open session.

The major recommendations concerned establishment of
( a ) a county-wide health council to assist in coordinating
existing health and welfare services and to explore further
the need for new services, ( b) a homemaker service, (c) an
information and referral center for persons seeking health
services, and ( d ) a hospital-to-home care referral program.
The need for education in achieving wider understanding of
chronic diseases by patients, the public, and professional
workers was stressed repeatedly.

The symposia began in September, 1962, and were com-
pleted in January, 1963. The recommendations from each
of them follow. This list was used during the final meeting
as a basis for considering and assigning priorities, planning
for development, and proposing methods of financing and
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initiation. A description of subsequent actions in the health
department and the community is the subject of later sec-
tions of this chapter.

Recommendations of Small Groups During Symposia on
Community Health Services for the Chronically Ill and Aged

September 10, 1962 through January 23. 1963
1. Symposium on Homemaker Services

Recommendation:
1. Development of county-wide homemaker service.

2. Symposium on Cardiovascular Disease, Inciuding Stroke
and Respiratory Disease
Recommendations:
1. A program for stroke patients should be considered including:

a. professional education
b. family education
c. health personnel training courses
d. physical rehabilitation services
e. psychological services.

2. Existing community resources should be coordinated.
3. The public should be enlightened as to need for employing a

family physician and the way in which a suitable doctor may
be obtained.

4. A screening clinic for emphysema should be organized.
5. A community education program on chest diseases should be

initiated.
6. A program of home medical and rehabilitation care should be

considered.
7. A dietary counseling servke' is needed.
8. Heart disease screening programs should be organized.
9. Screening efforts should be initiated to detect congenital heart

disease at an early age.
3. Symposium on Arthritis, Rheumatism, and Orthopedic Conditions

Recommendations:
1. A committee should be appointed to investigate present lAealth

education programs (school and community).
2. A coordinated home care program to include both treatment

and homemaker services should be considered.
3. School health education courses should be taught by nurses or

health educators rather than by physical education specialists.
4. A loan closet for wheel-chairs.
5. Provision of the following:

a) clinical training facilities
b) a podiatry clinic
c) an arthritis and rheumatism clinic
d) rehabilitation centers

4. Symposium on Vision, Hearing, and Speech
Recommendations:
1. School screening programs should be expanded.
2. Hearing aid sales persons should be controlled.
3. Treatment facilities and educational efforts relating to hearing

should be expanded.

155



4. A sustained glaucoma clinic should be established.
5. Greater coordination of community efforts should be accom-

plished.
6. Additional professional personnel are needed.
7. A rehabilitation team following through from hospital to home

treatment is needed.
8. Interpreters for deaf persons are needed in churches.
9. A central diagnostic clinic for communication disorders should

be established.
10. A county-wide survey of health needs of all ages should be per-

formed.
11. A central information bureau should be initiated.
12. Greater cooperation between ophthalmologists and optometrists

should be achieved.
13. Communications between agencies should be improved.
14. Additional screening facilities for blindness caused by disease

of one or the other eye in children should be established.

5. Symposium on Mental Health in the Community
Recommendations:
1. A central information and referral bureau should be estab-

lished.
2. Avoidance of isolation for minor mental health problems by

providing day hospitals, night hospital, and short stay hospital
facilities.

3. Community facilities providing fot' Interaction among older
persons such as social clubs, recreation volunteer groups, and
crafts.

4. Expansion of community mental health services:
a) child and adult clinics
b) emergency services
c) furloughed patient services
d half-way house
e) hospital psychiatric beds.

6. Symposiunz on Dental Problems
Recommendations:
1. The Pinellas County Dental Society should initiate a study of

the extent of need for a hospital dental operating room and, if
sufficient need is discovered, should undertake the establish-
ment of this facility. This might be established at Mound Park
Hospital or could be included in a mobile unit. A dental intern-
ship program might be associated with this. Perhaps some of
the equipment could be obtained from Bay Pines VA Hospital.

2. The community should work to have a water fluoridation bill
passed.

3. Greater efforts in health education should be made, particularly
for adults.

4. Some facility for indigent care should be provided.
5. The dental auxiliary could take the lead in involving the whole

community in obtaining a dental operating room.
6. A review of the present programs in dental education, public,

school, and professional, should be made.
7. The Dental Society should confer with representatives of the

Board of Education to review and revise the present school
dental health education program.
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7. Symposium on Diabetes. Obesity and Dietary Problems
Recommendations:
1. Screening for diabetes should be promoted during Diabetes De-

tection Week.
2. Better cooperation between agencies and the lay diabetes so-

ciety should be established.
3. A diabetes testing program for persons over age 40 should be

initiated with all agencies cooperating.
4. Educational programs on diabetes should be established.
5. A medical forum on diabetes should be held.
6. Parents of junior high school students who weighed over nine

pounds at birth should be screened for diabetes.
7. Screening techniques for diabetes should be studied.
8. Family history of diabetes should be included in school health

records.
9. School health records should be transferred from one state to

another when students move.
10. Schools should include nutrition education for boys as well as

girls.
11. Teachers should have more training in nutrition.
12. A nutritionist should be employed in the County Health De-

partment.
13. Diabetes screening activities should be increased.
14. A study of the causes of poor nutrition should be conducted.

8. Symposium on Chronic Illness: Prevention, Detection, Control
Recommendations :
1. Establish an information and referral bureau.
2. Establish coordination of health services for continuity of care

from hospital to home.
3. Develop a county-wide directory of services.
4. Increase facilities for mental health.
5. Place greater emphasis on development of a homemaker ser-

vice.
6. Establish a loan closet for wheel chairs, hospital beds,

crutches, etc.
7. Establish county-wide coordination of facilities.
8. Expand home care services to include rehabilitation, home-

maker services, and friendly visitors, as well as nursing care.
9. Establish a broad health education program with efforts to

reach all age and social groups in the county.
10. Employ a nutritionist in the county health department.
11. Establish a coordinated home care program for the chronically

ill.
12. Promote continued scientific research in public health.

9. Symposium on Coordination of Community Health Services and
Facilities
Recommendations:
1. Agencies should strive for a continuing close working relation-

ship with the medical and dental societies.
2. Social planning should be accomplished on a county-wide

basis.
3. The Community Welfare Council and the Pinellas County
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Health Department should initiate jointly a county-wide infor-
mation and referral service.

4. The Community Welfare Council should initiate a homemaker
service.

5. A new agency, the Pinellas County Health and Welfare Coun-
cil, should be established under health department leadership.

6. The Community Welfare Council should be expanded in order
to act as a county-wide coordinating agency.

7. The 30-minute public service time on WSUN-TV should be
utilized for public health education.

8. The Community Welfare Council should increase its activities
in the health field.

9. A stronger health education program should be established.
10. A hospital referral and placement program should be started.
11. The Health Department should employ a nutritionist.
12. Greater use should be made of the Community Welfare Coun-

cil's directory of services.
13. A broad educational program in chronic diseases should be

organized under the direction of the Community Welfare
Council.

Homemaker Services
In line with the recommendations of the symposia, the

Community Welfare Council accepted the responsibility to
guide the initiation of the homemaker program. After study-
ing recommendations and supporting data, the Council de-
cided that the Visiting Nurse Association of St. Petersburg
would be the appropriate agency to undertake this service.
The Board of that association accepted the responsibility
and appointed a homemaker advisory committee to solve
problems of initiation, financing, and the establishment of
policies. A professional committee also was established to
provide specific recommendations regarding eligibility, fees,
referral policies, and the recruitment, training, and duties of
the homemakers.

Financing was a problem. Relatively small donations by
two voluntary agencies and a modest advance from the Visit-
ing Nurse Association were the only cash funds available for
initiation. The Community United Fund promised limited
support for the first year. The Juvenile Welfare Board agreed
to purchase services in advance on a monthly basis for the
first few months. The nurse-director's salary was assured by
the health department. In view of budgetary limitations it
has been necessary to hold to a minimum free service not
underwritten by third-party payment.

Nevertheless, experience for the first year has been very
gratifying. The original roster of ten homemakers has been
doubled and training of another group is planned. Home-
makers work on the average 28 hours a week. By choice
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some work only part-time while others work more than 40
hours. The active caseload per month averages 31, and has
required 410 visits and 2,000 hours of service. A proposal
has been made to the Office of Economic Opportunity for the
purposes of providing needed employment and extending
more service to poverty-class families.

It was thus apparent that the need for a health service
might be demonstrated and acknowledged by leaders of com-
munity agencies, but this does not assure prompt action. The
problem in this instance was one of obtaining firm commit-
ment and budgetary support for the establishment of a new
health-related program. Once the program was started. the
increasing demands for service led to rapid expansion.

This experience does not provide a basis for generalization
for Pinellas County, for Florida, or for communities else-
where; however, it emphasized that the greatest problem was
stimulating community agencies to effective action.

Community Services Referral Program
This is the description of a well-planned program that

failed to attain its objectives. Data showed that about 14,000
persons aged 65 and over are discharged yearly from the
county's eight general hospitals. Occupancy was high, reach-
ing 92 percent in the largest hospital; during the winter
season there was severe overcrowding in all hospitals. The
average hospital stay was above the national average and
was particularly high for those cared for at public expense.
Moderate reduction of hospital stay of welfare patients would
result in considerable saving of public funds. However, with
such a high percentage of one and two person households
among the aged, there were obstacles to discharging older
patients to their home. The hospitals had neither trained
social workers nor an organized referral system to aid in
planning for early discharge. The advantages of treating
patients according to the principle of progressive medical
care were recognized by hospital administrators, county wel-
fare authorities, the health department, and most physicians.

The community services referral program was designed to
meet a demonstrated need and envisioned the development
of a coordinating and referral team in a city hospital. The
service would be under the guidance of a public health physi-
cian and the staff would include a public health nurse, medi-
cal social worker, and clerical assistance. It was anticipated
that overall costs of medical care would be reduced, available
facilities would be used more effectively, and patient care
would be improved. The objectives were to :
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1. Assist in classification and placement of hospital pa-
tients ready for discharge by means of (a ) conferring
with the attending physician regarding his medical
evaluation and needs for further care, (b) social in-
vestigation of the home to determine its suitability and
adequacy, ( c ) use of proper referral forms, and ( d)
other means.

2. Assist in coordinating the services of medical facilities,
nursing homes, homes for the aged, foster homes,
boarding homes, home nursing and other home health
and home help programs.

3. Encourage further development and more extensive
use of services facilitating the placement of discharged
patients in their own homes.

4. Facilitate and improve the follow-up and care of dis-
charged patients by the outpatient department and
other special clinics.

5. Improve cooperation and communication among hos-
pitals and hospital staffs, nursing homes, private
physicians, the county health department, and other
health-care agencies.

6. Use the experience and knowledge gained from this
program to extend and adapt similar services to other
hospitals as resources permit.

The program was to be sponsored by the county health de-
partment and co-sponsored by the city hospital and county
welfare department. They were to share jointly in the costs.

An objective evaluation of this proposed program was
planned. By random selection experimental and control
groups of patients age 65 and over would be chosen. Follow-
up observations would be limited to those who on discharge
had a medical or surgical condition requiring further medi-
cal, nursing, and supportive care. The experimental and
control groups would be matched as nearly as possible by
sex, age, socioeconomic, and medical indigency status. For
those in the experimental group, members of the coordinat-
ing and referral team would confer and plan appropriately
with the attending physicians and patients before discharge.
In the control group, patients would be handled according to
usual practice and data would be drawn from hospital rec-
ords. After an interval both groups would be followed by
home visits to evaluate the completeness with which hospital
discharge orders were followed. Comparisons would be made
of the two groups. Shorter hospital stays, higher incidence
of referrals from hospitals to nursing homes, and increased
use of ancillary services such as nursing, homemaker ser-
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vices, and rehabilitation on the part of the experimental
group as compared with the controls would be used as mea-
sures of the degree of success of the program,

Plans were evolved assuming that the program would be
endorsed by the hospital medical staff. Two public health
nurses were selected for the program, oriented in community
facilities and services, and introduced to hospital routines
and staff. A social worker was not immediately available.
Discussion with hospital and welfare staff personnel and
with individual physicians indicated readiness and even
eagerness for the program to be initiated; however, when the
plan was offered to the executive medical staff of the hos-
pital, it was not approved. The stated and apparent reasons
for rejection were:

1. "Not needed. I already provide these services to my
patients."

2. Objection to the use of federal funds for the operation
of local program.

3. Misgivings about nonhospital personnel having access
to hospital chats and records.

4. Inherent distrust of what was judged to be third-party
involvement.

5. Lack of understanding and acceptance of evaluation
procedures.

Thus, the evaluation of this proposed program became one
of assessing the factors which adversely influenced its accep-
tance and a consideration of alternative steps which might
have led to a favorable decision. The medical profession of
the community was admittedly conservative and particularly
sz) regarding social and health programs receiving federal
support. Better means of attaining cooperative action ob-
viously were and are needed. The crucial problem was ob-
taining acceptance of a community health program by those
who feel deeply that all medical and health problems can be
satisfactorily solved through traditional physician-patient
relationships.

There is, however, an encouraging sequel. About 18
months later assistance in the placement of patients and for
referral to other community services was offered to the ad-
ministration of another hospital upon request. This limited
program has not been formalized and no attempt at evalua-
tion is currently being undertaken. Nevertheless, it has been
accepted to some extent as evidenced by increasing requests
for assistance. For the past several months this service has
been used also by the city hospital to which the original plan
was presented.
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In support of this program as presently constituted, it
apparently poses no threat to currently accepted hospital
and medical staff procedures. Anything that it accomplishes
is progress; however, to be effective in the community, a
more structured and formalized approach with wide accep-
tance is necessary.

Screening for the Detection of Chronic Diseases
The emergence of chronic diseases as a most important

problem of medical care has been well documented. There
is increasing concern with ecology, etiology, prevention,
detection, and treatment. Complex causes are not clearly
understood and treatment is not always effective. Neverthe-
less. there are several of the chronic diseases which can be
approached through public health action in the areas of pri-
mary prevention, detection, and secondary prevention. How-
ever, interest and knowledge on the part of the public and
medical profession of the potentialities of screening are not
as great as desirable. This situation poses a challenge for
public health persons and behavioral scientists to seek out
and determine the factors which influence favorably or un-
favorably the motivation of involved groups.

The symposia series resulted in an imposing list of recom-
mendations for screening programs and education related to
chronic conditions such as glaucoma, diabetes, emphysema,
heart disease, and dental disorders. Often overlooked is the
fact that the educational component of community-wide
detection programs may be more important than the number
of new cases discovered. An effective program should em-
body the following characteristics: methods of primary pre-
vention, techniques for early detection. and therapeutic mea-
sures for the control or cure of the disease. Although primary
prevention is most desirable, early detection and effective
control including rehabilitation provide satisfactory elements
for a sound public health program. Some of the experiences,
including failures and successes, in the initiation of such
programs are included in this section.

Glaucoma Screening
The household survey of the aged showed that almost one

out of ten persons 65 years of age and over in the county
had serious difficulty with their vision. Over two percent had
been told they had glaucoma with or without some other con-
dition such as cataract. The prevalence increased markedly
with age. It seemed reasonable to assume that there were
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many other aged persons with undiagnosed glaucoma or
abnormally high intraocular tension, A Glaucoma Screening
Week was planned with ophthalmologists of the county
medical society and the state voluntary society for the pre-
vention of blindness.

The educational objectives of the program were to:
1. Inform the public regarding the nature, detection, and

control of glaucoma.
2. Involve community health and welfare organizations

and individual volunteers in planning and execution
of the program.

3. Bring to the attention of physicians other than ophthal-
mologists the desirability of including tests of intra-
ocular tension in periodic physical examinations of
patients over 40.

and the public health and medical objectives were to
1. Detect cases of abnormal intraocular tension in the

screened population.
2. Refer individuals with abnormal intraocular tensions

for definitive diagnosis.
3. Test the effectiveness of follow-up by public health

methods in inducing individuals with abnormal intra-
ocular tension to obtain diagnosis.

4. Determine whether the age-specific prevalence of ab-
normal intraocular tension in the screened population
accords with prevalence rates found in other screened
populations.

5. Determine whether there is need for a continuing glau-
coma screening program.

The methods for achieving the educational objectives in-
cluded publicity through press, radio, and television. An-
nouncements were placed in voluntary agency newsletters.
Leaflets were distributed to residents of trailer parks and to
members of senior citizen clubs. Individuals were directed
to telephone for an examination appointment. Calls still
were being received when the maximum number of appoint-
ments of 450 per night had been made. Obviously, a con-
siderable segment of the public had become aware of the
testing program and further testing could have been done.

Public health nurses and members of the district nurses
association were tested by questionnaire for their knowledge
of glaucoma after they had an opportunity to study pamph-
lets and other publications on screening procedures. The
principal objective of this test was to identify gaps in knowl-
edge that would adversely affect their performance in
clinic situation where they would be required to meet the
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public, explain procedures, and answer general questions
related to diagnosis and treatment of this condition. There
were some deficiencies in knowledge. For obvious reasons
public health nurses scored somewhat better than members
of the district nurses' association. Nevertheless, further in-
service education about glaucoma was undertaken. Empha-
sis was placed on the method of testing (Schiotz tonometer ),
The chronicity of the disease, the principle of and need for
continued treatment, and the fact that further visual loss
could be prevented in a high proportion of those with posi-
tive diagnosis.

Efforts were made to bring to the attention of physicians
other than ophthalmologists the desirability of including tests
of intraocular tension in periodic physical examinations of
patients over age 40. Although an invitation was extended
to them to attend, observe, and perform the testing proced-
ures under supervision of an ophthalmologist, participa-
tion was minimal. Prior to the screening week in 1962 an 80
percent response to a questionnaire mailed to physicians
indicated that about 10 percent of them had tonorneters and
the median use was five times each month. One year later a
similar mail survey of the same group with a 79 percent
response showed that 13.5 percent owned tonometers and
that the median use was four times per month. Other factors
beside the glaucoma screening clinic may have been respon-
sible for this small favorable change. While more profes-
sional education seems desirable, local ophthalmologists
were reserved concerning efforts to induce general practi-
tioners to perform tonometry.

Involvement of the community agencies was accomplished
by appointing representatives to a rather large steering
committee. Individual volunteers included ophthalmologists,
registered and practical nurses, health department person-
nel and many others. Cooperation among the agencies was
excellent; individuals worked hard for long hours. The ap-
pointment of an overall chairman would have improved
coordination.

Of the 1,999 persons screened for elevated tension, 128
had abnormal readings. The ophthalmologist committee had
decided to use the Schiotz tonometer with the 7.5 gm. weight.
Scale readings of five or less were considered abnormal and
the scale was translated into millimeters of mercury (five
equals 25.1). Those with readings of 30.0 or above were
considered emergency cases and were given appointments
promptly by private ophthalmologists. In spite of efforts
to discourage patients with previously diagnosed glaucoma
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from being tested, six of the abnormally high tensions were
in this category.

The age-specific rates for elevated intraocular tension of
persons screened was computed and compared to the rates
per 100 persons screened and reported for Polk County, Flor-
ida, Glaucoma Screening Program, April, 1962 - April, 1963.

Pinellas County Survey Polk County Survey

Total Pct. Rate /100 Total Pct. Rate /100
AU ages 1,999 100.0 6.4 12,290 100.0 2.3
Under 50 225 11.3 4.0 6,398 52.1 1.2
50 - 59 273 13.7 7.0 2,283 18.6 2.8
60 - 69 790 39.5 5.1 1,999 16.3 3.1
70 and ovor 711 35.5 7.0 1,610 13.0 5.2

The rate for all ages was almost three times as high in
Pinellas County (6.4 to 2.3). It was also higher for all age-
specific groups and most marked for 50-59 years of age.
Females had a higher rate than males in both counties, 7.1
to 5.0 in Pinellas, and 2.4 to 2.2 in Polk, respectively.

The testing of the effectiveness of follow-up by public
health methods to encourage individuals to obtain definitive
diagnosis was accomplished in the following manner. Dur-
ing the screening program public health nurses in attendance
urged all individuals having intraocular tension of 25.1 to
29.9 to obtain treatment by an ophthalmologist as soon as
possible. In all, there were 128 cases of elevated tension, 46
in the emergency group. The remaining 72 persons were
placed in control and experimental groups by a random
method, with 36 in each group. The subjects in the control
and experimental groups were reasonably well matched in
respect to age, sex, marital status, and welfare status. Public
health nurses made contacts ( home visits and telephone
calls ) with individuals in the experimental group in order
to determine if they had visited an ophthalmologist. This
follow-up continued until a definitive diagnosis was made.
Those in the control group were not followed but at the end
of six months they were contacted to determine whether
they had visited a physician and, if so, to learn the result of
the examination. It was found that all individuals in both
the experimental and control groups had visited ophthal-
mologists for diagnosis. The results derived from this rather
small experiment suggest that intensive follow-up in the case
of glaucoma, while effective, may be unnecessary. Serious
conditions affecting the eyes may motivate individuals to
seek medical care because of the perceived gravity of the
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threat to vision. It is planned to add additional cases to this
experiment with future screening clinics and to follow them
beyond definitive diagnosis and include treatment for a spec-
ified period.

The need to continue glaucoma screening activities was
indicated by the following evidence:

1. The response of the public to limited publicity advising
of the availability of the test demonstrated interest and
the acceptability of the procedure.

2. Ophthalmologists and voluntary health agencies ex-
pressed the desire to continue cooperative efforts.

3. In the household survey 2.1 percent of the respondents
(aged 65 and over) reported a diagnosis of glaucoma,
and it is well established that known cases are only a
portion of the total who may have this condition.

4. Approximately 6.5 percent of the persons aged 40 and
over who were tested had tensions in the elevated
range.

5. Half of the population of Pinellas County is age 45
and over, and the prevalence of this disease increases
sharply with age.

While there was ready cooperation in planning and con-
ducting a demonstration and study program, staffing, super-
vision and acceptance of professional liability have been ob-
stacles to providing a sustained glaucoma screening clinic.
The results of efforts begun a few months following the
screening week were not encouraging but activity is being
continued. Tentative plans for two county clinics have been
discussed with members of the county medical society. The
concentration of older persons imposes a disproportionately
heavy load on ophthalmologists and participation in screen-
ing clinics is difficult for them. Referrals from an active
glaucoma screening program would increase the number of
patients; however, the importance of detection and its poten-
tial for the prevention of blindness dictates that practical
alternatives be found. Young persons such as nurses with
medical knowledge, good vision, and well-coordinated mus-
cular control, could become proficient and skillful in tonom-
etry and under supervision could perform the test in
established clinics. As a partial solution to the increased
office practice that time-consuming glaucoma cases would
add, the use of paramedical personnel trained in refraction
is suggested.
Diabetes Screening

The population of Pinellas County had a median age of
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44.9 years in 1960. The household survey of the aged re-
vealed a prevalence of 44.5 known cases of diabetes per
1,000 noninstitutionalized individuals 65 years of age and
over. The estimated number in the county with undiagnosed
diabetes was 6,000 people. Acceptable screening procedures
were available and methods of control were known; these are
the principal criteria necessary for effective public health pro-
grams of this type. Such a diabetes control program was
recommended strongly by the groups that considered diabetes
in the symposia series.

On the basis of this information a local diabetes detection
program was planned to coincide with the National Diabetes
Detection Week. It was sponsored by the health department,
the county medical society, and the lay group of the state
diabetes association. Health department staff assisted in the
organization of a steering committee and a medical advisory
committee, in planning education and training for nurses
and volunteers, and publicity. Eight detection centers in
strategic locations throughout the county were selected.
Financing of the program was shared with the diabetes
association. The medical advisory committee, composed of
medical society members, developed standards and approved
procedures for testing and reporting of suspected diabetes.
An important decision of this group was the adoption of the
Dextrostix method as the screening procedure. Comparative
tests by two county pathologists had proved it to be reliable.

The objectives of the diabetes detection program were to:
1. Urge by various methods of publicity and education

the following types of diabetes-susceptible individuals
to be tested by their private physician or at one of the
testing stations:
a. Persons over 40 years of age
b. Blood-relatives of diabetics regardless of age
c. Individuals 15 to 20 percent or more overweight
d. Parents of babies weighing 10 pounds or more.

2. Screen 5,000 or more persons in the above high risk
categories by the use of a simple blood glucose estima-
tion ( Dextrostix) ).

3. Refer for diagnosis, and treatment if necessary, all in-
dividuals with a blood glucose concentration of 150
mgs. per 100 ml. or higher as determined by the Dex-
trostix method.

4. Conduct the detection program in a manner that would
encourage and warrant the continued confidence and
cooperation of private physicians and the support of
the general public so that the eventual establishment
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of a sustained diabetes program in the county would
be acceptable.

The most pressing problem of the detection week was
meeting the demand of those requesting the test procedure.
A total of 8,273 tests was completed by the Dextrostix method
using capillary blood from the fingertip and 253 unknown
suspects (those with a blood glucose level of 150 mg/ml and
over) were identified. Thus, the rate per thousand for those
in the suspect group was 30.6 compared to an expected rate
of 25.6' for those with diabetes in a population over 45 years.
Also a significant number of individuals had an apparent
hypoglycemia ( blood glucose level below 65 mg/ml), 386
persons, giving a rate of 46.7 per thousand. Further probing
of this finding has been suggested.

Information based on interviews with 88 tested persons
showed that a majority had some knowledge of the type of
individual most likely to have diabetes. One third had a
blood relative who was diabetic. Seven out of ten knew one
or more symptoms of the disease and almost a third thought
they had at least one symptom. Almost half indicated that
the newspaper was their source of information, followed by
friends, television, and radio. A majority realized that the
amount of food eaten (71.6% ) and the interval between
eating and testing (84.0% ) were important factors. Two
fifths of those tested came 1-2 hours after eating, the correct
time interval; three fifths came later than recommended.
Food intake apparently varied more than desirable. It .was
believed that the somewhat irregular following of instruc-
tions might have been improved by more specific educational
material directed toward target groups.

The second objective was more than fulfilled. Almost two
thirds more were tested than originally planned (8,273 vs
5.000).

The physicians of the county through the Medical Advisory
Committee had agreed prior to the testing week to cept
all referrals from the program. Referral was accomplished
by a simple card with the results of the test noted and the
in6ividual was instructed to consult his own physician for
diagnosis.

The establishment of diabetes screening clinics on a con-
tinuing basis in at least two convenient locations, using the
experience and confidence gained during the testing week,
is being considered. There have been no overt objections to
this plan; physicians have accepted referrals willingly and
hospitals have expressed their interest in such a project.

The acceptability and reliability of a screening test for dia-
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betes was demonstrated. A continuing educational and case
finding clinic procedure has been proposed. The need in a
community of older persons has been made evident. Health
department plans arc slowly evolving.

Nursing Home Educational Program

Throughout the recommendations from the symposia
series, the need for education was consistently stressed. Also
the study of nursing home records and patient medical care
(Chapter 8) emphasized the need for specific educational
programs. Recognition of this need was not unique to the
Pinellas County Health Department. This state-wide situa-
tion was a growing concern of the Florida State Board of
Health. nursing home associations, district nurse associa-
tions, and individual administrators and owners.' The re-
search division through a subcommittee of the Community
Advisory Committee decided to encourage and initiate' edu-
cational programs for nursing home personnel in Pinellas
County. Meetings with administrators of nursing homes re-
vealed that they were not ready for a broad-scale cooperative
educational program but preferred to make individual efforts
toward improving their own inservice activities. Neverthe-
less, a state nurse consultant in rehabilitation, and educa-
tional meetings sponsored by the district nurse association
have been well accepted. A direct result of the interest and
leadership of the Community Advisory Committee was a
nurse-aide course conducted by the Adult Education Division
of the county school system. This was initiated in June,
1963. Thirteen groups with a total of 190 have enrolled and
168 have completed the course since that date.

Nursing home administrators have expressed satisfaction
with the training, but hospitals using these aides indicated
they needed further training for certain other specific duties
not included in the curriculum. Although the nurse-aide
training program grew out of research division activities, the
final development and conduct of the program was by an
agency other than the health department. The health depart-
ment has a definite role to play as initiator of appropriate
activities and, insofar as possible, should assume responsi-
bility for coordination and evaluation.

Summary

The use of a symposia series on chronic diseases as a
technique for bringing research findings to the community
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was attempted. Many specific and several general recom-
mendations for action by the community were made, Certain
programs have been the direct result of these presentations
and have been described in some detail. In some instances
they have been quite successful and in others have fallen
considerably short of proposed and planned objectives. It is
clearly evident that all phases of community programs re-
quire careful planning if they are to be successfully initiated
and conducted. Their acceptance in a conservative commu-
nity may hinge on the proper presentation of ideas and plans
to civic and professional leaders.

Of the several screening programs for detection of chronic
disease that were suggested, two have had a pilot run. They
were both eminently successful. Yet the establishment of
regular and sustained clinics for the discovery of these two
important chronic conditions has not been achieved. To
some extent at least, realization of this objective was pre-
vented by minor misunderstandings between public health
persons and medical practitioners. Eventual action on other
recommendations for screening progpms may be contingent
on the outcome of those presently being considered.
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CHAPTER 10

Research in a Local Health. Department

The funding of the present project in 1958 led to the
establishment in the Pinellas County Health Department of a
Research Division which has been operating for nearly seven
years. The staff was augmented when additional studies
were undertaken. The purposes of this chapter are (1) to
describe the development and effects of a research program
in a local health department, and ( 2) to evaluate the experi-
ence for the consideration and possible guidance of adminis-
trators in public health,

The desirability of carrying on research in public health
has been strongly urged by many leaders in the field. In an
article in the Journal of the American Medical Association
Dr. Albert V. Hardy' stated:

"It is perhaps unnecessary to reiterate a well-estab-
lished axiom of medicine (the science on which so many
of the principles of public health practice are based)
that research is essential to the establishment and main-
tenance of the highest standards of performance in all
its assigned tasks. Few would quarrel with the view that
the spirit of careful and critical search for new infor-
mation must be an integral and continuing element
in health department practice. We wonder, however,
whether the risks involved in the absence of a research
component in public health activity are as well recog-
nized. These have been eloquently enumerated by Dr.
Harry S. Mustard in the following words:

'In the absence of a spirit and practice of inquiry
the health department is in danger on a number of
counts. First, there is the danger, that hypotheses
or assumptions of the past, recognized as such when
they were accepted, may gradually take on the stature
of fact or reality. A second danger, in the absence of
research or study, is a tendency in health depart-
ments to become confused as to what constitutes
ends and what constitutes means of attaining these
ends. This results in a situation where existing
methods or practices arc glorified and stoutlyeven
violently and vehementlydefended. The original
ends to be attained have been lost to sight. A third
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hazard, where there is no inquiry and fresh knowl-
edge, is that health departments, having established
a given undertaking, may continue a full program of
activities in this connection long after the particular
problem has become relatively less important.' "

The question whether research in state and local health
departments is appropriate can be approached in another
manner. Business and industry have found research advan-
tageous in adjusting to constantly changing conditions. Some
has led to the discovery of new processes and the develop-
ment of new products. "Operations research" is undertaken,
however, to discover the most effective and efficient ways of
performing a wide variety of tasks within business and in-
dustry. Public health, likewise, must function in a highly
dynamic world: the relative importance of given diseases
and groups of diseases as causes of morbidity and mortality
changes; new technologies become available; and the social,
cultural, and physical environments of communities undergo
alteration. under modern conditions, with great speed. If
this analogy with the situations cti. fronting business and
industry is valid, then public health must incorporate re-
search into its activities if it is to cope successfully with
the problems that are its responsibility.

For the present purpose the term research is employed as
a general concept which includes various kinds of studies
that may be carried on in health departments. More strictly,
research is the application of the scientific method to solving
a problem, testing a hypothesis, or discovering new phe-
nomena and new relations among phenomena. Demonstra-
tion refers to the planned trial under controlled conditions
of a new or different method of providing a service, with the
purpose of adducing evidence through the actual operation
of a service or program that the method constitutes a way
of solving a problem or meeting a need suited to the particu-
lar community, or offers advantages over existing methods
or programs. Program evaluation may be considered as a
process involving application of research methods to deter-
mine the relative effectiveness of a given service in achieving
the effects for which it was designed2.

Despite efforts in recent years on the part of the Associa-
tion of State and Territorial Health Officers, the American
Public Health Association, the American College of Preven-
tive Medicine. And the Association of Professors of Prevent-
tive Medicine', research is found in relatively few local health
departments at present
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Development of the Research Program
The Research Division of he Pinellas County Health De-

partment was begun in the fall of 1958 with a staff of three
persons, a physician, who served also as assistant director of
the department, a health educator, and a secretary. During
the first year of the health-of-the-aged project, a physician-
epidemiologist was appointed on a part-time basis, and an
economist and a sociologist from the University of Florida
served regularly as consultants. When field work began in
April, 1959, 15 interviewers were recruited and trained and
additional clerical persons hired.

During the second project year, a full-time sociologist
joined the staff. Upon completion of the household survey,
the field-work staff was discontinued. In the third year the
senior sociologist worked on a part-time basis while teaching
in a nearby university, and a junior sociologist was ap-
pointed. During the fourth project year, the senior sociolo-
gist returned to the division full time, while the part-time
physician-epidemiologist, who resigned for reasons of health,
was replaced by an experienced public health physician work-
ing on a full-time basis,

The staff of the division was greatly augmented during
1962-63 by the addition of two new projects. The Division
of Accident Prevention of the U. S. Public Health Service
entered into an agreement with the state and local health
departments under which three professional workersa
physician-physiologist, a physician, and a statisticianwere
placed under the administrative supervision of the Research
Division for the purpose of conducting studies of accidents
and aging. At the same time a Study of Extrahospital Nurs-
ing Needs, financed by a project grant from the Public Health
Service, was started. Its staff consisted of a public health
nurse with a master's degree, six public health nurses who
served as interviewers, and clerical personnel. Each of these
two projects had a term of two years. At the end of this
project year, the senior sociologist resigned to return to uni-
versity teaching and the junior sociologist was granted leave
to complete his doctoral studies.

A third project was undertaken during 1963-64. It was a
Study of Senility, conducted under contract with the Division
of Chronic Diseases of the U. S. Public Health Service, and
staffed by a senior psychologist, a junior psychologist, and
a clerk-stenographer. The investigations of out-of-hospital
nursing needs and of accidents and aging continued. In
February. 1964. the public health physician was transferred
to other duties in the department.
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As of July 1, 1964, the staff concerned with accidents and
aging was transferred by the Public health Service from the
Division of Chronic Diseases to the newly established Na-
tional Institute of Child Health and Human Development,
and it was no longer an integral part of the Research Divi-
sion. With the approaching termination of the grants, the
health educator and the nurse-project director accepted other
responsibilities in the county. Thus a large and active re-
search unit became a continuing division with one physician
plus statistical and secretarial assistants.

During the course of the project a large number of con-
sultants assisted on an occasional basis. These have in-
cluded the Director of the Bureau of Research, Florida State
Board of Health, an epidemiologist; a research economist
from the University of Florida; a statistician from the Florida
State University: a biostatistician from the Baltimore City
Health Department; the professors of Public Health Adminis-
tration from the University of Pittsburgh and the University
of North Carolina; staff members from the Public Health
Service: physicians and social scientists from other research
proorams in public health in Florida: and others.

During various phases of the project division directors and
supervisors in the Pinellas County Health Department played
an important part in a planning and advisory capacity. For
a time this relationship of other personnel to the research
program was formalized through a Public Hp lth Advisory
Committee.

The need for actively enlisting and maintaining the inter-
est and support of the community was obvious at the end of
the first year of operation. A Community Advisory Commit-
tee to the Res .arch Division (as described in Chapter 1) was
formed at that time.

Effects of the Research Program
Pinellas County with an exceptionally high proportion of

retired persons in the later years was believed to have a con-
centration of health problems. Public health workers were
directing increasing attention to chronic diseases and dis-
abilities of older citizens. There was obvious need for more
precise knowledge, particularly of conditions among the ex-
panding population of transplanted retirees. St. Petersburg
and nearby communities offered an inviting opportunity for
such a study; however, the health department had not here-
tofore undertaken research. Moreover, neither within Pinel-
las County nor adjacent counties was there any university or
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other organization with an active research program. The
nearest. the University of Florida. was 150 miles distant.
The comhined interest and need, tog,,Aher with the encour-
agement and assistance from the State Board of Health, led
to the development of a research activity and unit within the
county health department. Because of promising potentials
and immediate and unforeseen problems, there was a contin-
uing interest in evaluating the experience.

The following discussion attempts to identify and assess
some of the more important effects and problems of the
research program within and outside the health department.

1?elationships with the Administration and
Divisions of the Health Department

The health officer serving as director of the Pinellas
County Health Department at the time the research program
was initiated gave unqualified support to the undertaking.
Ile authorized substantial budgetary assistance from county
funds. His attitude of approval and assistance continued
while the division became considerably larger, in terms of
number of personnel, space requirements, and budgetary
allocations, than was originally anticipated. Inevitably the
program added burdensome and time-consuming responsi-
bilities: however, it appeared essential that he be apprised
of the more important aspects of the day-to-day events and
problems being dealt with by the research group. As a means
of maintaining communication, regularly weekly confer-
ences were scheduled for a time and concise reports were
prepared for him. As a result, the director became more
knowledgeable about the research in a general rather than a
specific way. He developed a more critical attitude toward
existing and new programs than had been shown prior to
establishment of the research program.

The reactions of the directors of the operating divisions
of the health department to the establishment and activities
of the research division varied decidedly, from eager accept-
ance and wholehearted encouragement to indifference. Since
an implicit objective of the research division was to keep its
program closely related to and integrated with those of other
divisions, it is important to describe the relationships that
developed.

The way divisions and division directors related to the
research division involved top administrative policy, and also
reflected the nature of the function, specific problems, and
the supervisors' attitudes toward the operating programs of
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the individual divisions. The nursing division provided ser-
vices to a segment of the population in which the research
team had specific interest. For this reason, and because of
working relationships which antedated the research program,
rapport was quickly established. Through the in-service edu-
cational program, research personnel had an opportunity to
bring new concepts and information to nursing personnel
which resulted in this staff turning to the research division
for advice and consultation. In addition, the nurses found it
easy to relate to the research group. which was interested in
their service to older people. A significant outcome was the
Study of Extrahospital Nursing Needs already mentioned.
The study, to measure the kind and amount of needs in Pi-
nellas County, was planned at the request of the nursing
division. which took an important part in shaping the study
design. The nursing division cooperated it making arrange-
ments for and conducting a week's screening of middle-aged
and older people for glaucoma, and subsequently performed
the field work for an experimental study of the effectiveness
of public-health nurse follow-up of persons with abnormally
high intraocular pressure. Nursing personnel gathered the
data used by the research division in a study to determine the
extent of need for homemaker services in the county.

The division of health education, whose director served
jointly as a staff member of the research division, obtained
increased support and stimulus through research; in return,
it provided essential knowledge of community organization
and assistance in communication necessary for application
of the research findings. As a result of involvement in the
planning and conduct of field studies, the division made con-
siderably greater use of research techniques in carrying out
its mission.

The division of communicable disease was chiefly con-
cerned during several of the project years with recurrent
epidemics of encephalitis. At the request of its director,
methodological and social science consultation was provided
in connection with serum surveys and the analysis of find-
ings from an ecological standpoint, and the research division
made available a subsample of the household survey sample
for use in a field study. Conferences were held by personnel
of the two divisions to consider findings suggestive of the
existence of a reservGir of active tuberculosis in the older
population of the county. Data on immunization levels in
children from the survey of extrahospital nursing needs were
utilized by the communicable disease division in making de-
cisions as to further efforts to reach unprotected children.
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A fundamental concern with the data available from the
vital statistics office of the health department was natural
to a research group. With the addition of data-processing
equipment for use in research, it became possible to store and
analyze vital statistics information on a current and pro-
grammed basis. Reports for use in research and planning
now can be prepared which are not published routinely by
the state department of health. Ultimately, it is expected
that the division of vital statistics will assume responsibility
for this function.

The research division was not involved in studies related
to environmental health which are of prime concern to the
division of sanitation, a major activity of the health depart-
ment. This situation may have reflected the lack of time to
understand fully the functions and activities of this division
and to recognize the potentialities for scientific study and
program evaluation.

The added responsibilities assumed by administration on
behalf of re -earth were soon apparent to the business and
person.iel office. Accounting duties were complicated by the
addition of special grant funds and the management of con-
tract work. A good relationship with this office helped ma-
terially in the clay -to -day functioning of the research group.

The formation of the Public Health Advisory Committee,
composed of all division directors and certain other key per-
sons, had three main purposes: to provide a forum in which
to obtain advice about problems and operations of the re-
search division, to introduce the concept of program evalua-
tion on a rigorous, scientific basis, and to take the first steps
in a department-wide evaluation of current programs. At
the monthly meetings each division presented descriptions
of some of its more important programs, using a' protocol
worked out by the research division, and the programs (their
objectives, means of attainment, scope, limitation, future
potential, and possible modifications) were discussed by the
committee. The scheme fell short of attaining all its objec-
tives. Interest on the part of some division directors waned
gradually and they ceased to attend meetings, or to do so
regularly. A positive and worthwhile outcome, however, was
the accumulation of detailed descriptions of numerous pro -
grams and the stimulation of some of the participants to
recognize and accept the need for a continuing critical review
of operations. In addition the committee gave counsel on
certain aspects of the research program, especially the prepa-
ration of designs for evaluative studies.
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Addition of Personnel
A notable result of the research effort was the introduc-

tion to the health department of staff members with com-
petencies not theretofore available. The major disciplinary
areas were epidemiology, sociology, psychology, social work,
and through all of these, research methodology. The pres-
ence of these persons tended to enrich the department by
bringing unfamiliar funds of information, theoretical frames
of reference, and invaluable insights. This resulted from the
involvement of research personnel as consultants regarding
problems of the several divisions, their taking part in orien-
tation and in-service training programs, and participation in
discussions at staff meetings. The sociologists introduced
concepts of social science as part of an important current
trend in public health: the social worker, assigned to the
department 1w the U. S. Public Health Service as a staff
member in an evaluation study, gave significant consultative
assistance to the nursing division.

Program Development

The material on program development during the past five
years has been detailed in Chapter 9. Five programs were
instituted as a more-or-less direct result of efforts by the
research division. The first of these, formation of the divi-
sion of adult health and chronic illness, was proposed as a
strategic way of focusing attention on the needs of the elderly
that could be satisfied properly under the aegis of public
health and of assigning to a director and his staff the specific
responsibility for initiating new and modified programs.

Three programs arising from proposals of the research
division were administered by this new division. The first
in time, an educational program conducted in nursing homes
and homes for the aged to increase the skills and improve the
operations of the personnel, grew out of the implication of
the report of the research division's survey of nursing homes
in 1960. A public health nurse who joined the group respon-
sible for inspection and licensure of the homes was assigned
the educational work; the sanitarian and public health nurse
who completed the team actively cooperated.

Another innovation, the provision of assistance in obtain-
ing post-hospital care for patients, was started by a hospital-
based team of public health nurses and a social worker who
worked with the physicians and patients in establishing
communication with such out-of-hospital resources as the
Visiting Nurse Association and other home health services,
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nursing honk's. homes for the aged. voluntary health agen-
cies, and public and privau., welfare agencies. A plan pi e-
pared by the research division served as the model although
the program as initiated had to be modified.

Another new activity directly attributable to the efforts of
the research division was provision of social work consulta-
tion within the health department. As indicated, appointment
of a social worker had been sought for the community-
resources referral team stationed in a local hospital. It be-
cai-e possible for him to give service not only in that program
but in many others as well.

The last of the new activities grew out of the research
division's attention to the need for homemaker service. This
eventually was organized as a new program provided through
the Visiting Nurse Association of Greater St. Petersburg, a
voluntary agency administered by the department's director
of nursing and housed in the city's health center. Over
several 'ears the research division's Community Advisory
Committee studied needs and resources for this home help
service. Homemaker service had been considered in the sym-
posia on health needs of the elderly conducted by the re-
search division. and the symposium group recommended
that the Community Welfare Council, the local health-and-
welfare planning organization, assume responsibility for
initiating the program. Its efforts were successful: the home-
maker service began operation in 1964.

The activities of the research division contributed r he
establishment or two other programs of significance. f. pub-
lic health nurse under the direction of the division of adult
health and chronic disease was assigned the duty of provid-
ing follow-up service to cardiac patients seen in clinics of
the county welfare department conducted in St. Petersburg's
municipal hospital. This division inaugurated in 1964 a con-
tinuing household survey known as the Health Information
Service. Utilizing subsamples drawn from the sample devel-
oped in the Study or Extrahospital Nursing Needs, the survey
involves a set of interviews each month. Basic population
and health questions are included in all monthly schedules,
and these are supplemented by inquiries into specific health
topics. The resulting statistics aid in detecting health prob-
lems as they occur and in long-term planning of the depart-
ment.

Research

The existence of a research division with an active pro-
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gram led to further study projects. The principal ones were
the Study of Extrahospital Nursing Needs, a two-year investi-
gation; the study of accidents and qging, conducted for two
years by U. S. Public Health Service personnel stationed in
the research division; and the study of senility, a one-year
project. The addition of these projects resulted in the ap-
pointment of personnel representing several fields, an in-
creasingly stimulating intellectual atmosphere, and valuable
exchange of data and ideas among the several studies.

The research division contributed in various ways to the
epidemiologic study of encephalitis in Pinellas County, to
investigations by the Human Development Study Center of
the National Institute of Child Health and Human Develop-
ment, to a study of Spanish American War veterans con-
ducted by the Veterans Administration Regional Office, and
to the studies of the Mound Park Hospital Foundation, en-
gaged in medical research. The division cooperated in the
establishment of the Tampa Bay Area Council for Research
in Aging. a voluntary organization including persons engaged
in research at the University of South Florida, Veterans
Administration Center. Mound Park Hospital Foundation,
Hillsborough County Health Department. and other organi-
zations.

Evtratuural Relationships

The reaction of the community to the initiation and prose-
cution in the 'lean department of research dealing with
population groups was generally enthusiastic and supportive.
Administrators and staff members of health and welfare
agencies believed that the information being gathered would
be of assistance to them. They expressed satisfaction with
the leadership taken by the public health unit and welcomed
the professional staff members brought into the community
for the research project.

The amount and nature of relationships of the health
department with other health and welfare agencies in the
county changed during the seven-year period in the direction
of more joint planning with the ageneks and a friendlier,
more cooperative, more productive type of interaction. Per-
sonnel of the research division took the lead in establishing
and maintaining these relationships.

The Community Advisory Committee brought together in-
dividuals representing diverse interests. These included, for
example. the president of the county's junior college, the
rector of a downtown Episcopal church, the president of the
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Mound Park Hospital Foundation, a leading pathologist, the
directors of the county welfare department and of the district
office of the Florida Department of Public Welfare, the di-
rector of the Juvenile Welfare Board, the older-worker spe-
cialist of the state employment office, a representative of the
Community Welfare ( Planning ) Council, a lawyer who was
president of the visiting nurse organization, a St. Petersburg-
Tampa businesswoman long active in civic work, and an
official of the American Red Cross chapter. Since the com-
mittee met monthly and its sub-committees more often, an
opportunity extending over several years was provided for
the members to become acquainted personally and profes-
sionally, to exchange information and ideas, and to build up
trust and confidence in each other and in the organizations
represented.

The series of symposia on health problems of the aged
created a forum through which the research personnel of
the health department made contact with an even broader
spectrum of community agency representatives. All health
and welfare organizations related more-or-less directly to the
specific topics considered in successive symposia were invited
to participate. A nationally prominent specialist in each
problem area presented a summary of activities in the United
States and elsewhere, and program directors from th iorida
State Board of Health discussed their activities and the avail-
able state resources. The symposia thus constituted an in-
valuable means of communicating to the lay and professional
leadership of the community major ideas, facts, and program
activities in public healthin the county, the state, and the
nation.

Another avenue toward improving relationships was ex-
change of information. Research relating to specific
mutual interests were giv.. r..1 aived from the Vet-
erans Administration. planning del,artment of the City of
St. Petersburg, an :A.her groups. The research division like-
wise 000p 21' with the VNA, the state welfare department,
an( Lhe ,,ociation of nursing homes. Finally, research
personnel addressed a large number of health, welfare, re-
ligious, and professional organizations.

The research program led to the establishment of new and
useful contacts at the state and national levels. Project per-
sonnel served as consultants for investigations conducted by
bureaus of the State Board of Health and by the county
health departments. They were active in state and national
research conferences, presented papers at scientific meet-
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ings, and became acquainted with specialists from other
parts of the nation through visits of consultants.

Problems

The record of apparent effectiveness of the research
program should not be interpreted as indicating unvarying
success in achieving objectives or absence of problematic
aspects. Serious problems were experienced and not all were
solved during the course of the project term.

Establishing and maintaining a constructive relationship
with the health department organization proved difficult.
During the planning phase, it was believed that the director
of the research division should be closely related to the direc-
tor of the health department so that research could be in the
mainstream of departmental affairs and the research director
provided with the authority and responsibility required for
accomplishment of his research duties. Accordingly, the
director of the division was appointed assistant director of
the department ( the sole assistant director ). This provided
ready access to the administrator and policy-maker, who was
unusual in the degree of his interest and willingness to pro-
vide freedom of action. Even so, problems were created for
the director, the research unit, and to a lesser extent for other
staff members. Some of these problems can be identified.
First, the implications of the longer-than-average range of the
objectives were not fully appreciated at the beginning. The
fact that many months of diligent work by the research staff
failed to produce tangible results, that is, results that could
be put to more-or-less immediate practical use, had an erod-
ing effect on the patience of administrative personnel. A
series of productive intermediate goals would have prevented
some frustrations.

Communication and understanding between administra-
tion and researcha two-way processwas a persistent
problem. Public health administrators with an understand-
ing of community-based research gained from training and
experience were essential for the creation of a favorable
research climate. By the same token, researchers must take
into account the urgent need of administrators for answers
to vexing and pressing questions that arose daily in the
operations of a local health department.

Finally, there is a need for recognition of the different roles
of the public health physician engaged in research adminis-
tration and the public health physician engaged in the con-
duct of research. The demands of a sizeable research project
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preclude effective combination of these responsibilities. For
the successful accomplishment Of research projects of some
magnitude .1 a local health department. separate public
health physicians should perform each of the following roles:
agency director Nvith an understanding of research: research
administrator with experience and training in community-
based studies and public health administration; and research
investigator with knowledge of research methodology ade-
quate to permit independent work.

The problem may be illustrated by the response to endeav-
ors to encourage the use of research techniques in program
evaluation. The research division attempted to cultivate a
mutually helpful relationship with other divisions. Attention
was directed particularly to systematic reviews of existing
programs with a view to evaluation of their effectiveness.
This was begun in response to the interest of the healti: de-
partment director. who supported it in memoranda and staff
discussions. Attempts were made to present the concept of
program evaluation in a positive way, as a reflection of the
best thinking in the field of' public health. Some division
directors regarded these studies as an improper effort to
appi aise the quality of their programs, rather than as earnest
and imii,I.sonal attempts to enhance the effectiveness of
such programs in the context of changing conditions. It was
difficult to keep the division heads informed about research
developments and maintain their interest and involvement
sufficiently so that the benefits of the research program
would reach into many aspects of the department's work.

A factor probably related causally to this problem is the
"action" orientation of most persons in local health depart-
ments. The research group was attempting to introduce a
"study" orientation, that is, a set of behaviors involving the
thoughtful gathering of data, formulation of objectives, dis-
cussions of ways and means, and careful balancing of results
achieved under alternative methods of providing services.
Inevitably, this, process was slow and laborious, requiring
numerous long meetings. Those division directors most ac-
customed to acting quickly in dealing with problems found it
hardest to take part in the study process, which to them may
well have seemed a waste of' time.

Other problems clustered around the recruiting, training,
and retaining of professional personnel. Because individuals
in public health with both formal training and experience in
research are scarce. the task of making staff appointments
was time-consuming and difficult. Social scientists and psy-
chologists without experience in public health were allowed
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a period to learn the fundamentals of their new working en-
vironment. The appointment of the first physician, an
experienced and widely known epidemiologist, had to be
made on a part-time basis because he was in retired status.
Following his resignation because of health, approximate-
ly one year elapsed before a replacement could be found.
Likewise, the appointment of a senior social scientist did not
occur until the project had been under way for about a year.

The matter of salary levels continued to be troublesome
throughout the project years. Rates allowed under the Flori-
da Merit System for qualified research scientists were less
than adequate on a competitive market, making it difficult
to attract staff members and to retain them as they gained
experience and maturity. The merit system occupational
classifications defined workers for operating programs, and
there was reluctance on the part of responsible policy-making
officials to recognize that the market value of scarce research
scientists was higher than that of operating personnel with
somewhat similar educational and experiential background.
The problem, however, was omy one aspect of the more
general problem of low salary levels for public officials in
Florida as in many other states.

The difficulty of hiring and keeping research personnel
was particularly trying in the case of those who had to be
attracted from outside the field of public health, notably
sociologists and psychologists. The principal competitors for
their services were universities and colleges. Aside from the
question of salary, those sought unsuccessfully and those
who left the project after a period of work identified several
factors which in their judgment made a local health depart-
ment, such as that in Pinellas County, a relatively unattrac-
tive environment: the lack of colleagues in their own disci-
plines with whom to discuss interests; the absence of
adequate library resources; the tendency to lose contact with
their own disciplines without a base such as that provided by
a university department; the difficulty of arranging desirable
joint teaching appointments because the community did not
have well-developed universities with graduate programs;
and the necessity of accepting short-term appointments since
the projects were supported by grant funds. Some of these
features would not have existed in an older and better-estab-
lished locale, and even here the situation is improving in
certain respects.

With one or two exceptions those in public health who
were appointed to the project staff had not had prior training
and experience in research. For this reason in-service edu-
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cation had
and

be relied upon; in addition, a seminar in the
methods and technique:, of community research was con-
ducted over a period of several months by a sociologist for the
benefit of personnel and that of a neighboring county in
which an investigation was in progress.

The multi- or interdisciplinary method of conducting re-
search presents important and trying obstacles; however, the
enterprise may be approached, in general, in one of two
ways: the research design may be devised by a group of
scientists from various disciplines so that each phase or part
may be performed by an individual or group of individuals
within a traditional field, operating with relative autonomy;
or the research design may be prepared and executed by a
group representing several disciplines and working together
as a unit. The second, or interdisciplinary, pattern was fol-
lowed in the studies reported in this volume.

This approach required that persons from medicine. epi-
demiology. health education, sociology. psychology. statistics,
and nursing work together over several years. In this setting
a major barrier was communication. Those in each field
had their specialized vocabularies, representing varied con-
cepts. many quite unfamiliar to their colleagues. The same
terms in some instances had differing shades of meaning in
different fields. Several months were required to overcome
the technical language problem sufficiently to permit facile
cooperation. In some degree, however, communication re-
mained a problem throughout the project term.

The choice of the interdisciplinary method led to the
necessity of group decision-making regarding most aspects
of the research. This took a great deal of time, requiring
frequent long meetings; consensus on points at issue was
achieved at a slow pace. In part this stemmed from the
divergent backgrounds of the participants; each had a set of
attitudes and values as well as a frame of reference for or-
ganizing observed phenomena. Further, the amount of in-
formation about research methods and techniques varied.
necessitating considerable explanation and discussion.

Difficulty in communication and diversity of backgrounds
magnified the problems of effective collaboration in report -
writing.

The nature of the project, ultimately extending over seven
years, meant that the research personnel had to work toward
long-term goals. Maintaining interest at an adequate level
over a period of this length was difficult. There was some
tendency for boredom to develop, especially among those
whose experience had been limited to operating programs
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with relatively short-range goals. Counteracting this tend-
ency was the variety introduced by new projects ( the
nursing-needs study, the accidents. nd-aging project, and the
senility studs') and the arrival of personnel from hitherto
unrepresented fields.

Finally, the dependence of' the project and the tenure of
most of' its staff on "soft money" had the disquieting effects
that have been noted by other investigators. Some anxiety
was occasioned by the knowledge that the projects would
be concluded in a relatively short time and that continuation
depended upon planning and receiving support for further
studies. The elf ects on personnel understandably concerned
with the development and stability of their own careers were
of particular importance.

Summar!,

A concentration of retired persons in one county provided
an inviting opportunity for the study of health problems of
an aged transplanted population. A research activity was
introduced and developed within the county health depart-
ment and there were no obstacles to the conduct of the spe-
cific studies of the aged population. The experience indicated
that supplementary benefits accrue to the health department
which incorporates research but that the introduction and
prosecution of research in this environment has attendant
difficulties. A review of seven years' operation of a research
program in the Pinellas Counts' Health Department indicated
that these side benefits were obtained:

1. The director of the health department became more
aware of the role and potential of research in program
development.
2. Directors of divisions within the health department
tended to adopt a more questioning and critical attitude
toward the effectiveness and efficiency of programs under
their control.
3. Directors of divisions in some cases became interested
in using research to get answers to questions having to do
with their own program-development concerns.
4. The storage. processing, and reporting of vital-statistics
data were improved.
5. Levels of knowledge among directors of divisions about
specific programs in other divisions were raised. and com-
munication among the divisions was increased.
6. Resources available to the various divisions were aug-
mented by means of consultation with research-division
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personnel from disciplines not previously represented in
the health department.
7. Program development appeared to go Forward more
rapidly as a result of the stimulation of the research ac-
tivities.
8. The existence of a research staff brought about addi-
tional research studies because of interests within the
department and requests from outside the department.
9. The research program had a key part in extending and
improving relations of the health department with other
health-and-welfare agencies and organizations in the com-
munity and in creating relations with public health and
professional agencies and organizations elsewhere in the
state and nation.
Although these positive and constructive effects were ob-

served, certain problems in conducting a research program
in a local health department were noted:

1, Maintaining an understanding and mutually suppor-
tive relationship between the research staff and the admin-
istration of the county health depa :'tment proved difficult.
2. Efforts to introduce research concepts into the various
divisions of the health department as an aid in program
development and evaluation were hindered by failure to
create adequate interest on the part of some directors of
divisions.
3. Trained and experienced research personnel were diffi-
cult to recruit and keep because of their scarcity in pub-
lic health. a noncompetitive salary scale. and certain
conditions in the local health department regarded by
nrolessionals as less attractive than those prevailing in
universities and colleges.
4. The process of conducting research in an interuisciplin-
ary manner proved to be troublesome and slow-moving.
5. Maintenance of the interest and enthusiasm of research
workers at a high level posed problems in a complex. long-
term project.
6. Dependence on support funds granted for limited pe-
riods worked against attracting and retaining competent
personnel and created problems with morale.
The foregoing problems are of a serious nature. but they

can be resolved over the long term if adminiF i.ators inter-
ested in research persevere. The fundamental factor is train-
ing health administrator~ and others to understand the
research process and comprehend its advantages to public
health. This is a task for schools of public health and for
in-service training activities of all types. Restrictive employ-
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ment policies must be liberalized through a continuing effort
to educate policymakers to the essential role of research in
present-day governmental operations. As more sophistica-
tion is gained by research personnel in carrying on studies
of cross-disciplinary problems, it should be possible to avoid
or to minimize the seriousness of many of the pitfalls of
interdisciplinary studies. The problem of relatively short-
term financing of research projects can be coped with by
means of careful planning and the instigation of support
from local funds for an adequate core research staff.

The experience reported here appears to establish clearly
that, on balance. research in a local health department is a
worthwhile endeavor yielding benefits far more important
than the accompanying difficulties. Research, in our judg-
ment, is imperative if public health at any level is to fulfill
adequately its responsibilities to the people it serves.
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CI-MPTER 11

Summary and General Comments

The general purpose of this project was to investigate
chronic illness and the health needs of the aged in a Florida
county with special concern for the changing role of public
health in its relationship to the growing significance of long-
term conditions as causes of morbidity and mortality, Spe-
cifically. the objectives were to increase the knowledge of the
health and medical-care practices of an older population and
to plan, establish. and evaluate service programs in commu-
nity health to better satisfy their unmet needs.

Background of the Study

Pinellas County. in which the project was conducted, is a
rapidly growing, predominately urban area located in the
'Pampa Bay district of west central peninsular Florida. The
age structure of the population is atypical in that a dispro-
portionately large share of the residents are 65 years old and
over. The vast majority of them migrated to the communities
because of the area's national reputation as a retirement
center.

When health resources were inventoried early in the proj-
ect term. the county had below national averages for physi-
cians. dentists, and hospital and nursing home beds. Home
health and home help services were minimal. A relatively
large and adequately staffed county health department
stressed traditional public health programs. Chronic disease
programs and community health programs directed toward
the special needs of the elderly were, in general, lad, ing.

Methods and Results

The Survey

,host of the information was obtained by means of a house-
hold survey of 2.544 noninstitutionalized residents of Pinel-
las Counts' aged 65 and over. They were interviewed with the
guidance of a schedule of questions prepared for the purpose.
The probability sample was drawn by a systematic random
procedure with the aid of city-directory listings and lin the
case of nondirectory areas) aerial maps. Total nonresponse
amounted to 8.9 percent of the eligible persons. Census and
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sample statistics were in reasonable agreement for age and
sex distributions. Ilealth condition was measured by check-
lists of symptoms and chronic diseases; social class position,
by means of the major or career occupation.

So in pie Characteristics

Comparison of the sample population with the national
population indicated that the elderly of Pinellas County dif-
fered in these respects: the county sample was above the
national norms for ( 1) educational achievement, ( 2) propor-
tion married and living with spouse. and (3) socioeconomic
level. The sample was below the national norms for ( .1) pro-
portions of single, married-but-separated, widowed and
divorced persons. and ( ) proportion in the labor force.
Because national statistics were not available. it was not
possible to compare the degree to which this largely trans-
planted elderly population was socially integrated in this
retirement area. ft is interesting to note, however, that the
findings reflected a high degree of concern with voting, an
impressive amount of social and recreational activity, and
the presence in the county of clost, -friends or relatives of a
large majority of the respondents. The most common organ-
ization memberships were in churches and fraternal orders,
sugges. ing limited civic involye:i0,1`. There was evidence of
some social disengagement. Nearly one fourth were not reg-
istered to vote: one fifth did not belong to any organization
including a church; and more than one in six lacked close
friends or relatives in the county.

Recent Elderly Migrants

The data were C.Kamincd further to determine if there were
differentiating characteristics that set apart the more recent
elderly migrants, that is. those who reported residence of less
than five years. As evidence of the recency of migration of
older persons to the county. this group comprised one third
of the sample. When national data were available, they were
compared with the population of the United States 65 years
of age and over. holding sex and age constant. The hypothesis
that long-distance migration by elderly persons involved a
selective process was confirmed. Analysis showed that for
the most part they were retired white couples in the "younger"
old age group, that is, 65-69 years, had attained aboveaver-
age educational level, and similarly enjoyed above-average
income. Their health, as measured by prevalence rates for
chronic conditions and impairments, was superior to the
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national norms. I, or those who bad not cited health as a
factor for moving to the area 85'x ). the favorable differen-
tial in regard to health was even greater.

Chronic Omditions and Impthrments

Because a working definition of optimal health has not yet
been devised. it was necessary to meitSlire health status by
prevalenci., of chronic diseases, impairments, and disabilities.
The rates for the_ various conditions were impressive but,
nevertheless, one conclusion that cannot be overlooked is that
oldff persons in the county were relatively well -of in regard
to their ability to function well in the community. This does
not mean an absence of problems related to illness, disease,
rehabilitation, and the receipt of medical care. For one thing
the design of the sample eliminated persons in institutions,
such as hospitals and nursing homes, and individuals who
were judged too sick physically or mentally to provide a satis-
factory interview. Therefore, the rates for one or more
chronic conditions and for certain disabilities are under-
stated by at least 3.5 percent or 35 per thousand.

Two thirds of the surveyed population reported that they
had one or more chronic conditions or diseases. One in ten
persons experienced some degree of limitation in the activi-
ties of daily living: but only one in a hundred was disabled
seriously, that is, unable to feed himself. dress himself,
and/or go to the bathroom. The ability to move about in the
community was measured in terms of confinement to bed,
chair, or house. Bed and chair confinement were defined as
major limitations. and house confinement as minor limita-
tion. Accordingly five in a hundred persons were limited in
mobility: one of these five to the extent of confinement to a
chair or bed. Higher rates for limitation of activity and mo-
bility were found for individuals reporting the more serious
types of diseases such as heart trouble, high blood pressure,
stroke, and arthritis and rheumatism.

Of' the 21 chronic conditions included in the interview
check list. arthritis and rheumatism was the most prevalent
(213 per 1.000 persons ): high blood pressure and heart dis-
.2ase were reported at the rate of 178 and 173 persons per
thousand. respectively. The diagnosed conditions with prev-
alence rates in excess of 30 per 1,000. in orde. of decreasing
importance. were: prostate trouble, stomach or bowel trou-
ble, kidney or bladder trouble. rupture or hernia, gall bladder
trouble, anemia. diabetes, and bronchitis.

Special sections of the schedule were devoted to vision.
191



hearing, and dental cor,iitions. About one in ten persons
r2ported loss of vision sufficient to cause serious difficulty in
reading newspapers or magazines, with or without glasses.
More than one third of the respondents had some impair-
ment of' hearing: one fourth of this group had a loss of major
degree. About six in ten respondents had no teeth, and less
than two in ten had most of their teeth, Visual and hearing
loss was more common among persons with one or more
chronic diseases than among those without such conditions;
the same relationship was present, but not so marked, for
edentulousness.

Women had higher rates of prevalence for one or more
chronic diseases. The relative importance of specific dis-
eases differed somewhat. Heart disease ( 191 per 1,000) was
most prevalent for men; arthritis and rheumatism (152),
second. Arthritis and rheumatism ( 271) ranked first for
women; high blood pressure t 231 ). second. Limitation of ac-
tivity and mobility was more frequent for women, and they
were more likely to have serious difficulty with vision. On the
other hand. men reported higher rates.for loss of hearing and
edentulousness.

Ling the two broad age groupings of 65-74 and 75 years
and over. prevalence rates in the latter group were higher for
one or more chronic diseases, visual impairment, h,aring
impairment. limitation of activity, limitation of mobility, and
edentulousness. The pattern of prevalence rates for the ten
most frequently reported chronic conditions examined by
five-year age periods, reflected in general a direct relation-
ship with increasing age for heart trouble. anemia. kidney
and bladder trouble. prostate disease, and hernia. High blood
pressure. arthritis and rheumatism, stomach and bowel
trouble. and gall bladder trouble fended to peak at the middle
older age classification ( 75-79). Diabetes was higher at
65-6ft fell in the middle years and rose again at 85 years
and over.

Annual family income was inversely related to the preva-
lence of visual and hearing impairment, limitation of mo-
bility, and edentulousness; it was directly related to having
most of one's own teeth. Although income status was not
associated linearly with a diagnosis of one or more chronic
diseases, prevalence rates were highest in the age-sex cate-
gories for those with the least annual income.

National rates comparable with the county were not
always available. In some instances they had not been de-
veloped; in others dissimilar methodology precluded com-
parison. However, it was noted that prevalence rates for
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heart disease, high blood pressure, diabetes, rupture or
hernia, arid bronchitis were higher in the county than in the
nation; the rate for arthritis and rheumatism was about the
same; and that for asthma was lower. National and county
rates for limitation of mobility were similar when all ages
were compared; but the national rates were lower at ages
65-74 and higher at age 75 and over. Eclentulousness was
slightly less prevalent in the county than in the nation; how-
ever, loss of all teeth was slightly more common among men
and considerably less common among women in the county
as compared with the nation.

Use and Cost of Medical Services

The more important findings have been mentioned regard-
ing the prevalence of certain chronic diseases, physical
impairments, and the functional limitations imposed by
these conditions in terms of activity and mobility. The next
several paragraphs present a discussion of the manner in
which the respondents met their felt needs for medical care
and the financial cost of these services over the previous
two -year period. The reliability and accuracy of these find-
ings is outlined in the body of the report but in general it is
believed that these statements underestimate the amount
and costs of services.

Physician care M.D. and D.O.) was received one or more
times by a larger proportion (81.7% ) of individuals than
any other medical service. Four fifths of all persons stated
hat they had a physician in the city or county who regularly

tool: care of their illnesses. The degree to which physician
services were used varied widely; over one fifth of the re-
spondents reported no visits: about one fourth, one to thi2e
visits: and nearly one seventh ( 13.7f; ). 20 or more. The
average number of physician visits for the two-year period
was almost ten C ). About one in twenty had obtained this
service at public or private clinics. Less than one in ten
t 7.0f; ) of the sample population utilized the services of
chiropractors and other non-NI.D.-D.O. practitioners.

About half ( 31.5'; ) of those interviewed said they had a
"regular" dentist, However, only one third (32.8f; \ had had
dental service within the previous year, and c 'r half'
( 52.3"; ) had not had care for over three years. Am_ rentiv
the presence or absence of "natural- teeth influenced dental
care behavior to a marked extent. Three fourths ( 71.3"; ) of
the edentulous ( GO"; of the sample ) had not received dental
care within the past three years. while three fourths
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( 75.5'; of those with any of their 011'11 teeth had obtained
dental service %Odin] that time period.

For SUINC'N' purposes the use of medicines and drugs was
regarded as a medical service. A high proportion ( 72.8q )
reported their use and of these nearly one half ( 47.4'; ) in-
dicated that they took such preparations daily. Laboratory
tests and x -rays \veil' utilized by about half (48.5e;' ) of all
persons interviewed. The number of tests or x-rays was
understandably not known to respondents and was recorded
is contacts with these services. On this basis a considerable
number ( ; i had Iul laboratory tests or x-rays On one
or two occasions. arid one ill 20 reported 10 or more of these
incidents for the period of inquiry.

!k-Timis were utilized by almost one quarter ( 23.7"'; ) of
the sample population during the two years preceding inter-
view. The mcdian patient-stay was 11 days but one fourth
24.2'; ) reported hospital stays of 20 days or more.
A small percentage ( 0.31; had used nursing homes,

visiting nurses ( 0.9 r.-; and full -time nurse at home (0.6c;- ).
The use of hearing aids was reported by 4.7 percent of the
sample population: however. four in ten users regarded them
as unsatisf actory.

Relatively more females than males used medicines and
drugs and the services of physicians. dentists. and chiroprac-
tors and other non-M.D.-D.O. practitioners. hales were
hospitalized more. The use of physicians and medicines and
drugs tended to become greater at the higher ages and den-
tists and laboratory services to decrease.

Ily the use of certain variables, principally symptoms and
diagnoses. individuals were classified by a statistical method
as being in good or poor health. Those rated by this index as
being in poor health obtained a much higher volume of phy-
sician. dental. and hoSpital services, used medicines and
drugs more frequently. and received more laboratory tests
and x-rays than those defined as being in good health. Among
those in good health. receipt of hospital services tended to
become greater with age. while the Opposite tendency pre-
vailed for the use of dentists and laboratory services. For
those in poor health. the use of physicians. hospitals. den-
tists. and laboratory services decreased with advancing age.
A direct relationship existed between the amount of annual
family income and the use of physicians. dentists. hospitals.
laboratory tests and x-ray services for the total sample ir-
respective of their health. according to the index.

For all respondents. regardless of whether they received
the individual medical services. physician costs averaged S94
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for the two years, hospital charges $86, and costs of medi-
cine and drugs, S10-1, When only those who used, and re-
ported these services arc considered these figures are $130
for physician services, $38-1 for hospital charges. and $169
for the cost of medicines and drugs. The combined costs of
services ( excluding dental and hospital and health insur-
ance) averaged 8313 for all respondents and 8373 for those
who used one or more of the services. Average costs incurred
by those who used the medical services were higher for men
than for women.

It is estimated that total expenditures of the population of
Pinellas County aged 65 and over for medical services in-
cluded were approximately $26.5 millions during 1957-1959.

Supplementary Studies
Four supplementary studies were conducted in addition

to the I lousehold Survey of the Aged to accumulate further
evidence for use as a guide in designing or improving health
programs for the aged. These included a study of extrahos-
pital nursing needs. a survey to determine the need for home-
maker service, a survey of nursing homes, and a study of
senility.

The study of' extrahospital nursing needs was a replica-
tion of a study conducted in Butler County. Pennsylvania.
The broad objective was to determine the nature and extent
of these needs in Pinellas County. Six experienced public
health nurse-interviewers completed schedules for approxi-
mately 1,800 representative households. Eighteen categories
of public health interest were investigated. Each nurse made
three judgments: the severity of the health problem; the
ability of the family to cope with the situation; and whether
public health nursing would help or solve the problem. Based
on these criteria. recommendations for nurse visits were
made if any potential for improvement existed. Need was
considered to exist if' a nurse visit was recommended.

The data were analyzed according to socioeconomic group
and household composition, by category. About two thirds
of' households had need in the family food habits category;
approximately one third for preventive health practices; and
one sixth needed assistance in each of the following cate-
gories-acute and long term illness, dental practices, and
accident prevention,

Need was most common among the lowest socioeconomic
households with preschool children. Apparently households
of older persons were better able to handle their own prob-
lems and thus had less need ft r nursing assistance.
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Inforniation from the study has been available imme-
diately For in-service training of staff nurses and has been
used also as a guide for the evolution of nONV procedures. The
problems of certain categorical needs were so broad that the
sharing of findings with other health workers and the co-
ordinating of plans, especially with those in health educa-
tion, cvill he necessary.

On the basis of community knowledge and study data, the
provision of a homemaker service was high on a priority list;
however, more specific information regarding the need was
required. To obtain this information household surveys were
conducted by the public health and visiting nurses and the
district social workers of the state Nvellare department. The
nurses collected information regarding 725 households, and
the social workers. 438 households. In both instances these
were the households that ordinarily would have been visited
by personnel from these agencies during that particular one
month period.

The nurses' survey revealed that 6.3 percent of the house-
holds visited could profit from the use of a homemaker; the
incidence of tieed was far greater for households composed of
one Or two aged persons: conversely less need was found in
larger and in nonwhite households. A third of the families
tvith need were in the lowest socioeconomic group and one
fifth had one or more members receiving public assistance.

The welfare workers' survey' showed an immediate need
for homemakers in I7.6 percent of the households visited.
This high rate Mal. be due to the fact that one or more indi-
viduals in these homes were either recipients or applicants
for public: assistance. Nonwhite individuals composed half
the population in this group but only one third of the house-
hoick. Forty percent of the heads of families were widowed
persons.

Information was provided also by the majority of appro-
priate C01111111_1114V agencies and there was consensus among
them that homemaker service was needed. Some indicated
that they would be dole to buy this service for their clients
and assist financially in the initiation of the program.

A nursing home survey was conducted in the summer of
I960. It had two purposes: ( ) to goin further knowledge
about nursing home practices. and (2) provide experience
in research for public health physicians. The specific objec-
tives were to measure: (' I ) medical care received by resi-
dents and ( 2 ) the degree to which nursing homes complied
with State Board of Health rules and regulations relative to
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medical and patient records. A 25 percent systematic random
sample of residents in all county nursing homes was drawn.

It was found that 12 percent of patients had received no
medical care during the previous six months. There was little
difference in the amount of care received by private and wel-
fare patients: two thirds was given in the home: only 7 per-
cent in the physician's office: no clinic visits were recorded,
and telephone consultation constituted 25 percent of the
treatment. Medical and patient records varied widely and
were complete in only one third of the homes. As an exam-
ple, nursing records were nearly complete ( 98.0% ), fol-
lowed by identification data ( 55.0% ), chest x-ray reports
( 25.0% ), and referral records ( 14.7% ). It was believed that
these shcrtcomings could be improved by in-service educa-
tional pn,grams and general educational programs for pro-
fessional and nonprofessional personnel.

A study of senility was conducted at the request and with
the support of the Gerontology Branch. Division of Chronic
Diseases. U. S. Public Health Service. The purpose was to
develop an operational definition of senility and evolve a
screening instrument to detect and measure varying degrees
of this condition. It would be used for prevalence studies and
ultimately provide the basis for health programs designed to
prevent, detect, and control senility.

The project was directed by an experienced clinical psy-
chologist, a professor from a state university. After exhaus-
tive review of the literature, three components of a test for
senile impairment were chosen: (1) a scale of mvnifest
behavior, ( 2) a psychological-status interview, and (3) a
group of tests to determine mental impairment.

Appropriate volunteers from nursing homes were tested
to establish validity of the three-component test procedures.
Multiple interviews involving 4-5 hours with each subject
were required. Complex analysis of data indicated reliability.
A final test was evolved which requires almost one hour.
Standardization and evaluation will require extensive use.

Development of Health Programs for the Aged
The planning, initiation, and evaluation of public health

programs for the aged was ore of the original objectives of
the research project. The use of research findings for this
purpose required that they be made known to all persons
and agencies responsible for the initiation and conduct of
community health programs. A symposia series on chronic
diseases was the technique decided upon. Attendance was by
invitation and representatives were chosen from health or-
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ganizations, Nvelrare agencies, professional societies, and
other groups. Information and data were presented by na-
tional, state, and county representatives. Small group
discussions followed by general session gave consensus on
recommendations. There lucre nine symposia, beginning
With homemaker service, several dealing With specific dis-
eases, and the final session for the purpose of assigning prior-
ity to the various recommendations and considering ways
and means for their implementation.

The following programs were at the top of a priority list-
ing: (1) homemaker service, ( 2 ) community services
referral program. ( :3) screening programs for glaucoma and
diabetes, and ( 4) nursing home educational program.

The responsibility for initiating the homemaker program
was accepted by the Community Welfare Council. The serv-
ice was undertaken by the Visiting Nurse Association of St.
Petersburg; agency policies and methods of financing were
developed: extra personnel was employed; homemakers were
trained; and services initiated. The increase in demand for
seryic. the first year was gratifying. Training of a third group
of homemakers has been planned. Six years elapsed from
the beginning of early consideration to the initiation of serv-
ices in 1964. Recognition of need did not automatically result
in establishment of a new program. The greatest problem
was stimulation of community agencies to effective action.

A carefully planned community services referral program
vas a keystone of those recommended. Accumulated data
identified need. Hospital occupancy was high and welfare
patients remained considerably longer than average. The pro-
gram was to assist in the placement of patients in their homes
or nursing homes, assist them in receiving out-of-hospital
services. and otherwise augment medicosocial service for the
benefit of patients. physicians, the hospital. and other serv-
ices and facilities. An objective evaluation of the program
was planned using a control and experimental group of
patients.

The county health department. welfare department. city
hospital administration. and hospital medical staff had given
approval in principle. Plans were evolved assuming final
endorsement; however, they were not approved when offered
to the executive medical staff of the hospital. Assessment of
the factors adversely affecting this proposed program was
important. An encouraging sequel has been the recent initia-
tion in two city hospitals of' a less-auspicious, but neverthe-
less useful, program with the same objectives. Evaluation
of these programs has not been formalized.
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Screening programs had been recommended for the detec-
tion of several chronic diseases. Since the household survey
had disclosed that over 2 percent of respondents reported a
diagnosis of glaucoma, a Glaucoma Screening Week was
planned in cooperation with ophthalmologists of the county
medical society and the state voluntary society for the pre-
vention of blindness. The principal objectives were to detect
elevated intraocular tension, refer individuals with this find-
ing to ophthalmologists, and to follow them until a definitive
diagnosis had been made. Almost 2,000 were tested, and of
these. 128 were in the suspect group giving a rate per 100 of
6.4. About one third were classified as emergencies. The re-
mainder were divided into control and experimental groups.
All were told to seek professional care as soon os possible. The
test group was followed closely by public health nurses and
Luger). when necessary, to obtain a diagnosis; evaluation at
the end of a six months period showed no difference between
the two groups. Apparently individuals with serious eye trou-
ble are well- motivated to seek medical care. Tentative plans
have been formulated for sustained glaucoma screening
clinics in the county.

In a county with half the residents over 45 years of age,
public health has an obvious concern in the early detection
and control of diabetes. A rate of 45 per 1,000 had been
reported by respondents in the Household Survey of the Aged,
and this was conservatively considered to be about half the
expected prevalence of diabetes for this age group. A dia-
betes detection week was planned and sponsored by the
health department, the county medical society, and the local
lay group of the state diabetes association.

The objectives of this program were to test at least 5,000
diabetes-susceptible individuals by the Dextrostix method
using capillary blood, refer suspects for diagnosis and treat-
ment if necessary. and demonstrate the acceptability of such
programs to physicians and the public. Over 8,000 persons
were tested and 253 suspects discovered, giving a rate of 30.6
per 1,000. A significant number of tests ( 46.7 per 1,000)
suggested a hypoglycemic state. Further probing of this find-
ing has been planned.

Interviews with about 90 screenees suggested that more
specifically directed educational efforts would have improved
understanding and cooperation regarding the amount and
time of food intake before the test. In general the objectives
were more than adequately met and the establishment of
diabetes screening centers on a continuing basis has been
planned for two convenient locations.
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Throughout the symposia series the desirability for con-
tinued and expanded efforts in all areas of health education
had been emphasized. The Florida State Board of Health,
nursing home associations and administrators, and others
had expressed concern regarding general and in-service edu-
cation for all nursing home personnel. The research division
through a subcommittee of the Community Advisory Com-
mittee was directly responsible for the initiation of a nurse-
aide course conducted by the Adult Education Division of
the county school systems. Thirteen groups with a total of
190 have enrolled and 168 have completed the course since
June, 1963. This activity resulted from research activities
but the program was developed and conducted by an agency
other than the health department.

Effects of Research

Research is n:It common in a local health department at a
level more sophisticated than epidemiological investigation
or review of vital records and compilation of incidence rates.
Introduction of research into this county health agency has
shown that supplementary benefits were derived and that,
conversely, it created certain difficulties.

On the constxtuctive side, the director of the department
and some of the division directors became aware of the po-
tential of research in program development and evaluation,
and adopted a more critical attitude toward the effective-
ness of programs under their control. Communication
among divisions improved, resulting in a broader knowledge
among personnel of programs other than their own. Disci-
plines employed in research, such as social science, provided
consultation not previously readily available. Relations of
the local health department were extended and improved
with other health and welfare organizations in the commu-
nity; recognition by state and national public health and
professional organizations was achieved also. The presence
of a functioning research division brought about further re-
search studies because of interests within and requests from
outside the department.

Although positive results did accrue to the health depart-
ment, certain problems were encountered and created. Main-
tenance of an understanding and mutually supportive rela-
tionship between the research staff and administration
proved difficult. Research concepts as an aid in program de-
velopment were not always welcomed. There were intra-
divisional problems. It was difficult to recruit and retain
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trained and experienced research personnel. A noncompeti-
tive salary scale existed; depend(mce on research grant funds,
usually for relatively short time periods, created employment
insecurity. And further, individuals with academic back-
grounds possibly regarded health departments and certain
communities as less attractive in terms of professional op-
portunity than a university environment. The interdiscipli-
nary manner of conducting research was slow moving and
occasionally frustrating; the long-term complex project cre-
ated problems in maintaining high-level interest and en-
thusiasm.

The experience, however, established clearly that research
in a local health department is valuable. The benefits out-
weigh the attendant problems. It appears imperative for
public health to engage in research at the local level where
programs meet people.

General Comments
The project described in this report was an undertaking

of considerable magnitude, exceeding initial expectations.
It provided a backlog of data from which various relation-
ships among health and social variables may be derived.
The objectives, as originally set forth, were broad and even
longer-ranged than envisioned; to expect their accomplish-
ment within the grant period may not have been realistic.
More precisely defined short-term objectives, strategically
spaced, would have prevented some frustrations for research
personnel. A step-by-step achievement of intermediate goals
would have provided a mutually supportive relationship be-
tween research and administration; that is, research assist-
ance in solving current administrative problems would have
ensured the continued enthusiasm of administration for the
research process. While some objectives were not attained,
the project was eminently successful in other respects. Re-
search exercised an intangible but favorable effect on many
individuals, causing the development of new concepts and
attitudes that will be beneficial to public health in the future.
In the department as a whole an atmosphere of judicious
criticism toward operating programs was created and an
improved level of operation has resulted.

The systematic approach to problems as used in research
procedures was one of the most valuable concepts intro-
duced. The development of hypotheses for testing, the orderly
consideration of alternative methods for dealing with them,
and the definition of specific objectives for new programs,
are examples.
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Research in the department resulted in the introduction
of IBM card punching, sorting, and counting machines, thus
creating in the department an awareness of the statistical
possibilities inherent in almost all public health activities. It
was natural for tabulation of local vital records to be consid-
ered and a program for keeping these data current has been
planned.

New knowledge was discovered and old ideas confirmed.
The older persons in the population were discovered to have
more chronic disease and to require a correspondingly greater
proportion of medical care when it could be afforded least.
Nevertheless, an overwhelming majority were relatively
healthy and by their own definition functioned well in the
community. There is no doubt but what the investigators
began with high hopes of discovering any number of medical
situations related to the older population that would require
unique and different public health methods to solve. The real-
ization slowly became apparent that elderly persons simply
needed more of the same medical services used by younger
age groups. The proper role for public health is to act as
stimulator and facilitator in the community, making certain
that needed services are acceptabkr and available. The high
prevalence of chronic diseases dictates the emphasis on
service programs and appropriate screening procedures for
the early detection of chronic conditions.

Certain program changes have resulted. A division of adult
health and chronic disease in the department has been
organized. A community services referral program has been
initiated in two city hospitals on a modest sczile. Homemaker
services were int.oduced and had to be greatly expanded
within a year. Demonstration screening clinics for glaucoma
and diabetes have been well-accepted and successful. Plans
are going forward for the inauguration of sustained screen-
ing clinics for these diseases. Nursing home educational pro-
grams have been vigorously encouraged and the impression-
istic evaluation is that, in general, patient care is at an ac-
ceptably high level.

A principal objective of the project was to plan and eval-
uate public health programs for the aged. The initiation of
programs distinctly for the aged has not been achieved, caus-
ing disappointment and frustration. Therefore, evaluation
objectives have not been met to the extent originally planned.
The evolution and initiation of new programs require ac-
ceptance by the community and in particular by certain in-
fluential groups such as physicians. Members of the medical
profession have expressed their antipathy for federally sup-
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ported medical programs beyond those which have been
accepted as traditional areas for public health activity. The
rapid population growth has made it impossible for the social
agencies to keep pace with expanding needs and, therefore,
the community is less sophisticated in this respect than areas
which have not experienced this type of change. Whether the
concentration of older persons actually makes the commu-
nity more conservative is only conjecture.

There have been some gratifying parallel results to the
research undertakings of the local health department. Chief
among these were other research projects, particularly well-
conducted studies of extrahospital nursing needs and of se-
nility, described in Chapter 8. Both made significant contri-
butions to knowledge. The presence of the research division
within the department and the cooperation of the depart-
ment resulted in the locating of a group from the U. S. Public
Health Service for the study of accidents of the aged. To a
limited extent members of the research division served in a
consultive and advisory capacity for other departmental and
certain community projects.

The Household Survey of f:le Aged has provided a valu-
able baseline for future pubic health and social studies of
the aged. A resurvey of the 1959 respondents would provide
prospective information and discover further important
chronic disease, medical care, and social data for a known
elderly group. Review of death certificates indicates that ap-
proximately 20 percent of the sample has died. Examination
and comparison of this information with survey schedules,
using symptoms and diagnoses given at the tirrip of the inter-
vim would prove interesting. The migratory practices of the
surviving spouse could be determined. A re-interview of re-
spondents would add a valuable chapter to the social and
medical history of these older persons.

Certain underlying propositions have been reinforced. The
most important, and to some extent self-evident, are the
following:

1. Research is a valuable asset to public health adminis-
tration and should be an integral function of every large
health department.

2. Research is not a panacea for public health problems;
it is another tool to better identify and define them and to
evaluate the activities or programs devised to improve or
solve problems.

3. The epidemiology of chronic disease is a long-range,
complicated procedure and requires research techniques. The
evaluation of programs for chronic disease is not simple.
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4. Research findings and technical knowledge are not
easily converted into practical public health programs. Some
of the reasons are:

a) community reaction to suggested change is essen-
tially conservative;

b) important groups have dissimilar philosophies;
c) agencies lack common objectives, and
d) methods of attaining goals differ because of special

functions, training and experience of personnel and
source of financial support.

5. The experiences of the Pinellas County Health Depart-
ment in conducting research provide guidelines for the initi-
ation of research in other health departments of comparable
size.

6. The research efforts described constitute a relatively
early attempt to develop a research division in a local health
department at a crucial point in the historical development
of public health.
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Appen.,a_ix A

The Sample

Prior to the design of the sample, a systematic search was
made for information that could be utilized as a sample
frame. Neither census tract data nor up-to-date aerial maps
with adequate definition were found to be available. In view
of the analytical objectives of the research, the nonrepetitive
nature of the survey, and the continuing rapid growth and
development of the area to be surveyed, it was clear that the
preparation of new listings or maps that could be used as
sample frames was not feasible. The city directories were
selected as the best existing frames. The listings in the direc-
tories were too inclusive in that they included nonresidential
locations as well as ineligible residences, and they were de-
ficient in that certain types of residence, such as apartments,
trailers, and hotel accommodations, were not fully listed.
The procedure decided upon was to screen out all ineligible
addresses and to supplement the deficiencies in the listings
by drawing on separate listings, It was decided also that the
sampling objective should be to select a representative sam-
ple of households in which there lived one or more persons
aged 65 or over. Interest in the household unit existed be-
cause of its importance to the analysis in this cross-sectional
study as well as in longitudinal studies which might utilize
the present sample as a universe.

The procedures for the selection of the sample were de-
veloped with special attention to the objectives of the opera-
tional research aspects of the project. The term operational
research as applied to the project was understood to be an
activity carried on by members of an operating team whose
responsibilities normally are restricted to performing func-
tions required by the operation of the health department.
One of the goals of the research team was to involve the staff
members of the health department in research in such a way
that interest in the functioning of the operating programs
would be stimulated and the role of the research endeavor
made clear. Thus, an attempt was made to use the simplest
techniques consistent with good research practice. This in-
volved the use of routine mechanical procedures in the selec-
tion process and the maximum simplification of each step.
It was believed that a systematic selection of households from
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a random start and a sample sufficiently large to provide in-
formation about certain attributes of the sample population
itself, deemed to be of importance to the analysis, would
accomplish the objectives of the research. Given the limita-
tions of the frames and the problems of eliminating their
deficiencies, it is believed that the sampling procedures,
nevertheless, are the best that could have been devised for
attaining the research objectives. In all instances, the pro-
cedures have embraced the consistent use of random and
systematic selection within area and supplementary listings.

Population sampled. The eligible population of the house-
holds sampled was composed of all noninstitutionalized resi-
dents of Pinellas County, Florida, aged 65 and over at last
birthday who were residing in Pinellas County on or before
July 1, 1958, and who were able to respond to questions in
an interview. The institutionalized population was defined
to include persons living in licensed homes for the aged, li-
censed nursing and convalescent homes, hospitals, jails, and
prisons. Persons who were too ill, mentally disturbed, or
senile to submit to interviewing were excluded from the
universe. f o be eligible, a person had to be a resident of the
county as defined by the United States census of population,
that is, the county must have been his usual place of abode
the place where he lived and slept most of the time. The in-
formation was obtained from eligible respondents during
April, May, June, and July, 1959.

Sample frames. The sample frames were composed of the
following listings and related sources of information :

St. Petersburg City Directory
Gulf Beaches City Directory
Clearwater City Directory
Tarpon Springs City Directory
Selected maps and aerial photographs of nondirectory area
Complete lists of trailer parks and trailers in Pinellas County
Listings of hotels from the yellow pages of the telephone

directories for Pinellas County
Listings of apartment houses from the yellow pages of the

telephone directories for Pinellas County
Sampling procedure. Each city directory was sampled in

the same proportion, and the households in the nondirectory
area were sampled to the same depth as the households in
the directory areas in an attempt to retain equally proportion-
ate sampling throughout. The basic structure of the sample
was derived from the directory listings, which also provided
the geographic stratification and dispersion desired.

The sampling procedures involved the drawing of a series
of samples on a systematic basis firm a random start. Each
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item to be drawn from the city directories was given an equal
and known chance of being drawn into the sample. It was
anticipated that the city directories would be deficient in their
listings of certain types of households, Because of this, list-
ings of the uncovered segments of the universe were pre-
pared, and samples of these were selected. Through these
supplementary selections all major types of households were
sampled to the same depth.

Maps of the nondirectory areas were utilized to sample
households in these areas by the use of two-stage sampling.
The total area was divided into 55 sub-areas. A sample of
sub-areas was randomly chosen. From each of the sample
areas a number of households was selected on a systematic
basis from a random start. The effect of this procedure was
to produce some clustering in the nondirectory area, and yet
the sub-areas were likewise dispersed as a result of the sys-
tematic basis of selection. It should be pointed out that the
determination of the number of households in each sub-area
was based on estimates.

The city directories were very incomplete in listing trailers
and trailer courts. In view of this deficiency and the fact that
a complete list of all trailers in the county was available from
the records of the health department, the latter list was util-
ized in the selection of trailer households. A cumulative list
of trailers in each directory area and in the nondirectory area
was prepared, and trailers were sampled to the same propor-
tionate depth as other types of households in the areas. This
determination of the relative proportion of trailers to other
types of households was worked out on the basis of ce asus
data and information obtained from records of the Florida
Power Company and other local sources. In those trailer
parks in which no systematic numbering system was used,
all trailers were numbered on a serpentine basis. From a ran
dom start, systematic selections of trailers were made in
each geographic area.

In the case of hotels and apartment houses, supplemen-
tary samples were selected to add to the samples drawn from
the directories. The apartments 'were sampled to the same
depth on the basis of an estimate of their relative proportion
to other types of dwelling units in each area. A two-stage
sampling procedure was followed. A random selection of
apartment houses was drawn from a complete supplemental
listing, and then a sample of apartments was drawn from
this group. In the case where an apartment house was not
numbered, a systematic numbering procedure was worked
out and applied. The apartments in each area were ordered
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geographically, the apartments xverc numbered from 1 to a,
then a systematic selection was made from a random start
so as to draw into the sample an adequate number of apart-
ments for screening. A procedure similar to that used in
sampling apartments was applied to the selection of house-
holds established in hotels. There is serious question as to
the correctness of the proportions sampled, but it is known
that the proportion of households residing in hotels is com-
paratively small relative to the total number of households.

Because of the manner in which motels operate in the
area, being designed principally as accommodations for
transients, no supplementation was made to the city direc-
tory listings. Motel units listed in the directory were treated
as households and sampled as all other directory items. In
cases where only the motel was listed, it was treated as one
household on the assumption that the only permanent one
was that of the manager and his family.

The total number of items in the respective city directories
and supplementary listings and the number of items selected
for screening are as follows:

Geographic Area Number of Listings
Number of Listings

Sampled for Screening
St. Petersburg 90,568 4,148
Gulf Beaches 11,157 511
Clearwater )
Dunedin 32,424) 1,485
Largo )
Tarpon Springs 3,340 153
Nondirectory area 4,220 194

The screening of these above sample listings resulted in
the number of dwelling classifications in each geographic
area shown in Table I.

The screening of all of the addresses, including the pretest
which was carried out in St. Petersburg, resulted in the fol-
lowing classification of listings for purposes of identifying
eligible households which are defined as those with one or
more persons of age 65 or over:

Households With Households
One or More With No
Persons Aged 65 Person Aged Ineligible Listings

Area or Over 65 or Over Listings Unidentified
St. Petersburg 1,235 2,036 770 107
Clearwater 390 721 346 28
Tarpon Springs 40 79 33 1
Gulf Beaches 86 276 8 141
Nondirector-y- area 30 88 1 75

Total 1,781 3,200 1,158 352
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The screening of the eligible households revealed that
there were 2,829 eligible persons aged 65 or over residing
therein. Refusals were received from 228 of them and sched-
ules were completed on 2,580. This is summarized below.

Area

Eligible
Persons in
Sample

Eligible
Persons Not
Available Refusals

Eligible
Persons
Interviewed

St. Petersburg 1,984 10 174 1,800
Clearwater 618 9 41 568
Tarpon Springs 57 0 3 54
Gulf Beaches 129 1 10 118
Nondirec tory area 41 1 0 40

Total 2,829 21 228 2,580*
This includes 36 persons too ill to be interviewed, for whom a substantial amount of

information was obtained by means of a special third-person schedule.

These comments are designed to give a general description
of the sample procedure that was followed and to indicate
its strong and weak points. It is believed that a good cross
section of the population was obtained, despite the statistical
limitations noted. Some segments of the universe have been
sampled more precisely than others. In any event, it is
necessary to keep in mind that the most extensive listings
sampled are the city directories, and expansions of these
samples will contain the deficiencies the directories contain.
The sizes of the supplementary samples drawn to correct for
deficiencies in the directories are based on estimates of the
underenumeration of certain types of households in the di-
rectory listings. Thus, the total sample selected is subject to
any errors that may have been made in the estimates of the
underenumeration.
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BEST COPY AVAILABLE

LIU. Do ),u upe one Acv;

yrs
h..) (19 TO G. 121 A:10 NOCE VCIMUCIDE1S)

119. In it atItlufuetory:

1
YES (BOP TO Q. 121)

2 N3

3 DCIPT

12]. I.14 is L.st (IrlAT APE 711E REASJUG A CASING AID 1.9 OCT HATIBFATOMY7
THICK AIL REASIOS 111TIONSD)

1 T.)0 NVIIT
2 DEECN'T HZLP

si:cCkteamniz
r 'T GET Ism) TO IT

5 r, ICED
5 OTHER:

(ACK 4. 121 (vox CP MUSE RESPCG1221113 WHO HAVE ZDICATED 101ARIDG LC68
IC 3. 213. #1 or 020
121. Do60 :IC US loss of Dearing or 20010000 Unit or nrfect pup of the

PollarlagoctIvItIed:

(CMG/CALL 'MS" 102110 &8)
1 Cramp, ccovernotlon
2 CroUpocamrsotico
31.10.o1o8 So ra.Lto or taleviolcri

OrLYIHR 0 ow*
5 Sow Reuel work
6 Trovalling asp.
7 moo:

!kn.

TABLE It DVE5T10NS 122 . 133

I mo going to ok you questions about illn eeeee or conditions you now hays or hew had
during the past two years.

Pivot, I would like to know ASS QUESTION 122. CIRCLE DIAGNOSIS MIEN RESPONDENT

ANSWERS "yes" IN 1 THROUGH 23 AND RECORD NIMBSR IN mat LIST sox. coeum 122.

THEN, ASK QUESTIONS 123 THIMUCH 130, REGARDING EACH DIAGNOSIS CHECKED UNDEP 122.

RECORD 1 FM "YES", 2 FOR "NO" AND 3 FOR "DON'T mar (DK) III COLUMN 123 CORRESPONDING TO

OUESTIO1 IN THE CHECK LIST BOX.

ASK QUESTIONS 131 AND 132 SCR EACH DIAGNOSIS CIMCICED UNDER 122, READING ME
CHOICES AND RECORD ANY ANSWERS IN THE CRECE LIST BOX BY /MICIER.i.s., UNDER 131 IF R

IS CONFINED TO 8.0, RECORD 1 UNDER COLUMN 131 OPPOSITE DIAGNOSIS INDICATED IN COLUMN 122.

UNDER QUESTION 132, ASK RESPONDENT PROBE OUESSIONS I THROUGH 8, AND RECORD
THE NUMBER REPRESENTING TOO PIRSECOSABIlITY THAT RESPONDENT HAS, i.e., LP R SAYS
DISABILITY PEEPS HIM SRO( DRESSING HIMSELF. RECORD 2 UNDER COLUMN 132 OPPOSITE DIAGNOSIS

INDICATED IN COLON 122. CO NOT PROBE DISABILITY ANY FURTHER. USE ONLY ONE NUMBER, 1.0..
DMABILMY IN COLUMN 132. IF RESPONDENT HAS "NO DISABILITY', RECORD 9 UNDER COLUMN 132

AND SKIP TO memos 134.

ASK OMISSION 133 ONLY 17 RESPONDENT HAS INDICATED SOME DECREE OP DISABILITY
IN QUESTION 122. DO NOT ASK IP THERE IS "NO DISABILIr("(9). ASK THE CUESTION AS HRIITEN
441 RECORD BY NUMBER CORRESPONDING TO LENGTH OF DISABILITY IN COLUMN 133, OPPOSITE
CONDITION BEING PROBED.
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312\11i\JAV 'WOO 1338

TA,LE I

12: ; 173 174 122i 17,. 1.I)

CI. OGN 011S

I

I I

/)

1

I

1

h,no r haw, he 1 eny I thee f It ulo,
c, wilt! ale kluettl, the past fu.. ,,,ra!

I. Heart disease
2. Hlah bl s 1 pressure
3. Stroke
4. arthrltie or thetanntle.
5. Stotnach of boost trouble
5. Coll baldder trouble
7. Diabetes
E. Cancer (any kind)
9. Amelia (any kin-1)
10. fractured hip
(I. Other fracture

12. ..rostate trouble (ask ten only)
13. Female trouble (eel, )1'.61,1 until
14. KIJney or bladder trouble
15. Asthma
16. 91,AchitLs
17. Tuteuecu w le

18. Daralysie asitans(iarkineDn'e dieense)
19. Multiple eclerosis
20. Rupture er hernia
21. Mental illness

Neve Yee Ao
22. An nectdent)
23. An operation)

TREATMENT
123. Haan you been treated for this eondt.
tie), by a private medical lector in the

kn!LIYLu-gS=2-.-
124. Have you Sr/n traated by In roltrorath,
cbiropractor, sr other praetiti-asor for this
conditlyn. tiMlni. [hi al! ,;.7.yeare

175, HnVu you been a patient In a hosnial
or this cqd.ifkin 4n hir past_two 'var.?

i

11,, 1,1 112 1 )1'

1TREATMENT 1,19Jii,i9R1j1
1 2 6 . Have you been to e ;...0,1 l c . r ; r t . . at. c 1 I n lc 1 T thi m c n lit 1 n
In the Uo01 VI,,kars.LL_ 5,5 1..,,L_-.), :,,,11.. . . ..

127. Have ru hewn trentcd Inn nure1n, hoc. fT thle c, ndi t i J1

iliD oh. Dn. ran year .17__L.- YE,. 2 5, 1.--:1,K.

Ilb. Hoye you leAS o full tlx nurse or nut sine once In y Jur h..,

ria1111.1LAW11111515%-.--the-VAAt-t.OWat-ILI YrC n l 7 a
I 129. Have ye. hal o ytett ,,t visite In, the vieltin, nurse f. r

UtlisoozarLa-th-th,sanurawm:alaLl MI L NI, . is Ds.f..-yr 1. thla rundlti,n un 5, trent or 0,...a__I,1LL 2. XL:: 1 ,.) Y

DECREE ,C. DI$A31LITY . 'AIRATI,O1 `P rir/,',ILITY
Ill. Dove OA. bother you tlou,h 133. 11,. Ione bait this c-Jall-

ntat To confine Yoe - tion 1002,) thle moo
(I) to bcd2 lteehtlity7
It) to 040? (1) 1 WEEK Oil LESS
(]) to the huus.7 (2) 2 OR 3 WEEKS
(4) NO CoIlPI6071EN1 (3) 4 T0 A WEEKS

132. No. this non Yon, ru fr ,,- (4) 3 1A, 4 WARNS
(I) feso11111/ yourself? (5) 5 TO 6 MfIrT115

(2) dresefog yuurm.ly? (6) 7 MflA7115 TA 1 YEAR
(3) going to the bethre,e7 ! (7) 01111E16 I AN, Z YEARS
24) walking uutaldel !

(b) 2 YEARS IRS NE
(5) dolor oranory hnuseerk7
(6) rI1e1t/111 rtopo or 11n/rs'
(7) COW. .h,T(an H)

(8) gordenlnu

(9) se, 0ISA0ILIT0 (SKIT in

q. 114)

221



BEST CO'( p,NINILp\rin_E

TABLE II
O. 145. Wu would like to know the use you have mode of DOHS TUESTIONS 14.6.1uujouclum
the following health service* during the pact tys., years, .4)..,atitntv cans g4g4,C=41 :g8Ttgonw.

CO3.IM4 164,
ASR 1115 QuESTIOHE DEIOW, I THROWN II, %MICH REPRESENT
COMMON HEALTH SERVICES AVAILABLE IN A CiliMUNITY, RECORD
RESPONSE 151001 COLUMN 145, "YES" OR "NY'. IT usrowss
IS "YES", I.E., HAS USED SERVICE DURING TUX PAST NO
TZARS, MODE W1111 CUESTIONS 146 MITUVOVE[507-0.47-TODNG
N-NOPER CHECK BOX, CORRESPONDING TO SERVICE (1-11)
BEING SNORED. IP RESPONSE IS "Mr IROBE WITH 1A1ESTIONS
149 AND 150. CONTINUE qutsttum 145, 1 111ROUG0 II,
PRODING EACH "YES" RESPONSE, 144 THRM/CH ISO AND EACH
"NO" RESPONSE WEIN QUESTIONS 149 AND 150 AS inn occult.

1,1tome you ueed the egret.. of n madlcal doctor/

2. Nova you used the servlcu of in osteopath?

5. Have you used the servlea of n chtroproctor or
other practitioner,

4. hove you been treated at public or private auto")

5. Hove you been In a hospital for medical or surgical
enrol

6. Hove you been In s nurotng or convalescent hen, for
core?

7. Hove you hal the "visiting nurse" come to your hope?

H. Hove To. And m full -time nurse nt home?

9. Have you hod o houeekeeper at home?

10, lane you had laboratory tests or X -rays done?

11.14nee you hod to take any medleines or druga?

Y'li HOSPITAL (05) ASK% Mot many days were you In the
hoopitnil

04.1 PlUaSING 11064 (16) ASK: MAI tinny roviths were you in

a nursing h.invi

FOR MULL -TUN NURSE (18) AND HOUSEKEEPER (19) ASK:
How many week, did you have thle tereicei

FOR MEDICINE MC) NOM' (111) ASK:
Do you take Any medicinal. or drug..

1. Dully
2, Weekly

5, knrely
4, ditty %ken ill

Q. 147. khat woe the cost of this sorolce?
REVEL) INC/MUNN 147, TIMMY 1311 AN APPROXIMATUVI
nut IS IMPORTANT,
TOR MEDICINE AND DRUGS (1il) A Klenu.v AVERAGE MAY
118 NECESSARY TT SO INDICATE, v.E., 510.00 PER 'cm.

O. 148. Rae this marvica or treatment sattsfoctory?
RECORD IN COLUMN 148. (NIT Mt LABCRATORY TESTS AN.
I-RAYS (1110) ANO MEDICIt4 AND DRUGS (IlI).

0.149. Did you need .410 SCIVtCd nt any alms (Le..
doctor, hompital, etc.) but did not have it for any runs...?
RECORD IN 649. LT RESPONSE IS "TES ", lIVAIE
IR %MASON WITH quEstlum tso BELOW.

0.150. May didn't you helve this service? (i.e., doctor,
howl/trot, etc.)

1. DIDN'T MOW IT WAS AVAILABLE
2. COILDN'T 6I7I1D IT
3. TI MIGNT IT NIGHT COST Tir MUCH
4, LIVER: (EXPLAIN WIDER C1VISENT91

RECORD IN COLUMN ISO BY IiH)ER guNDER 1 INgobcg 4.

0.1051. TOR EDITOR'S USE ONLY, SKIP TO Q. 152.

041. Do you have a physician to the City or County who regularly take. <ere
of your Inn ..... ?

1YES (41P TO Q. 145, TABLE II)
2 NO

142. Hay is that? (MAY DON'T YOU HAVE A REGULAR PHYSICIAN?)
(CHECK ALL REASONS MENTIONED)

1 NOT ENOUGH MONEY
2 100 EXPENSIVE
3 I'M NEVER SICK ENOUGH
4 DON'T LIKE DOCTORS
S IT ISN'T IMPORTANT
6 I'LL GET 060 MIEN NECESSARY

14). Do you have a physician in another community who tabs. care of you?

12-----.70N0 (SKIP TO O. 145, TABLE II)

144, %here is that? (WHAT ca2Tuttv DOES THAT DOCTOR LIVE IN?)
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INTERVIEWER'S IMPRESSIONS

198. OP RESPONDENT

(1) Activity
Normally active
Confined to house

-----Confined to wheelchair
-----Confined to bed

(4) Gait.

Normal
Shuffling

-----Limping
Halting or
Unsteady

(7) Interest
Marked interest
Mild interest

-----Inattention
----Apathy

(10) Hearing Loos
None apparent
Moderate
Almost complete

(2) Walking
Normal
With cane or

-----walkar
_With Assistance

Sch. P. -28

(3) Appearance
Niii

-----Pairly Neat
-----Untidy
-----Dirty

(5)Comprehension
Quick and correct

_____Slow but correct
Slow and sometimes confused

-----Quick but often not correct
Barely able to follow

(8) Attitt4lIend,

(6) Nutrition
Normal
Under-
weight

__weight

(9) physical Appearance
Healthy

-----cooperaytiveg ------Infirm
Indecisive Obviously ill

-----Confused
-----Suspicious

Hostile

(11) Speech
Normal
Slow or hesitant
Difficult or mumbling

199. OF HOUSING AND LIVING ACCOMMODATIONS

(1) Neighborhood
Mostly new
Mixed (old & new)
Mostly old

(2) House or Apartment_ Building
New
Average age
Old

(3) Maintenance of House or Apartment (4) Maintenance of Grounds
Good repair Well kept and neat

Average Average care
Delapidated Poor to no care

(5) Furnishings
New or good condition
Average and adequate
Old end worn

(6) Housekeeging and Interior
Clean elTdOViierTi
Clean but cluttered
Cluttered and dirty

(7) Would you give your impression of (8) For motels, hotels, apartment
the value of this dwelling? houses, guest homes, tourist homes,

Under $10,000 boarding homee and trailer court.,
$10.000'0 $20,000 would you describe this living
Over 520,000 accommodation as -

Luxurious
Very good
Average
Fair
Poor
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TABLE I (SPECIAL SCHEDULE1

THIS TABLE 19 ALMOST NE SAME AS 'ABLE 11 OP ME REGULAR SCHEDULE. Tilt IMPoRTANT DIIFERENCE IS THAT IT IS EKING ASKED
Of A THIRD PERSON. PIA nits REAStM A "DON'T KNOW" OR "DX" COLUEDI HAS SEEN ADDED, RECORD AS DIRECTED FOR "YES","NO",OR
"D4t" uesronss UNDER PROPER COUNCIL

0. 25. We would like to know the tee he/.11. has made of
the following health services during the pest two years?

ASK 11111 CUESTIONS BELOW, I THROUGH WIIICH REPRESENT
COMMON HEALTH SERVICES AVAILABLE IN A COMMUNITY. RECORD
RESPONSE won COLUMN 25,"YES", "WF'CR "DK". IF RESPONSE
Is "YES", I.E.. HAS USED SERVICE DURING THE PAST 1570
YEARS. PROPS 41M1 CUESTIONS 26 niftRif .N67-tatoliiiiiid IN
PROPER CHECK SOK, CORRESPONDING TO SERVICE (I'll) BEING
PROBED. IF RESPONSE IS "NO" MONA 41111 QUESTIONS 29
AND 10, DO NOT ruosz "DK" RESPONSE, CONTINUE CUESTION
25, I MOOCH II, PROBING EACH "YES" RESPONSE, 26 THROUGH
30 AND EACH "NO" RESPONSE ATI (VEST/ONS 29 AND 30 All
THEY OCCUR,

1. Has ha/she used the services of ri medical doctor?

2, Has he /h used the glervites of an osteopath?

1. II.. he /she used the eervic of chiropcctac on
other prettitioner?

4, lia he/she been treated at public or private clinic?

5. Ila ha/she been In a hosplt.l for medical or surgtcal
tees?

6. Iles ha/shr been in a nursing or convalescent hate
for core?

1. Hes he/she had the "v1..11.1.ng nutss"cceit to hts/hsr hap?
8. Ha. he/she had a full time nut.. t hose?
9. Ma. he /she had housekeeper et home

i0. Ile. he/she had lebortory ttttt or X-raya done?
II. Mas he /eh. had to Woe any medicine. or drugs?

Q. 31. F(R EDITOR'S USE ONLY. SKIP TO Q. 32

PROBE rvesTtoris 26 THROUGH 31
fC-itow many time. did ha/sha use this aarvice?

RECORD UNDER COLUMN 26, OPPOSITE SERVICE BEING PROBED.
FOR HOSPITAL (05) ASK: How many day. we, he /she In the

hoapital.1
VCR .RPASING HOME (16) ASK; How many months we h/.11e

In a nursThgraos1
FAX FULL-TIME NURSE (IN) AND HOUSEKEEPER (19) ASK:

Now many wake did he/.h hens this .ervIc?
FOR MEDICINE AND ar-IGS (ill) ASE:

Does he/aha taka any medicines or drug. -
1. Daily
2. Weakly
3. Rat.y
4. Only NAN*. ill

0.27. What was the cost of this service?
RECORD IN COLUMN 27. THIS MAY BE AN APPROXIMATION
BUT IS IMPORTANT.
FOR MEDICINE AND DRUG! (III) A MONTHLY AVERAGE MAY BE
NECESSARY - IF SO INDICATE: 5.3., $10.00 PEE KIM.

Q. 21. Rae this service or treatment eat1.1actoryl
RECORD IN COLUMN 20, OMIT FOR LABORATORY TESTS AND
X-RAYS (IMO) AND MEDICINE AND DRUGS (III).

0. 29. DIO ha /she need this service 5 sny time (I. , .
doctor, hospital, etc.) but did not have It for any rso son?
eliCORO IN COLUMN 29. LI RESPONSE IS "YES", PROBE FOR
REASON WITH QUESTION 35 BELOW.
6. 30. Why didn't he/ shs haws BMA serviKe(t..,doccor,
hospital, etc.)

I. DIDN'T KNOW IT WAS AVAILABLE
2. COULDN'T AITCSID IT
3. THOUGHT IT MIGHT COST TOO MUCH

(EXPLAIN UNDER COMENTS)
5. DON'T KNOW

RECORD IN COLUMN 30 BY PROPER RIMER I THROUGH 4.

22 To you know about ',le /her bladder and bowel control'
Are e.eY

Cot: controlled?
Bladder not controlled?

; Towel s not control led?
4 :oh. bladdr end bowels not controlled?
5 DOW": ?Wag

?) Is she/ ,e able to.-

24 :km Ion

1 7eed '.is /her ealf?
'1/..., Cell'

Co t o t h bathroom :.1. /her self'
:OWE OF 4IESE

me this condition caused eas much dtsability?

I 'MET: or LESS
2 -0 3 ,EC:45
4 TO ?rECggS

3 '0 ...S
5 TO 6 .g0 --:S

.,c) I YEA.1

CEIMEE 1 A' 73 YEArS
2 YEATS 011 :CRE
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Appendix D

Standard Errors of Percentages or Rates

In any study in which a sample of the total is used as a
base, a certain amount of chance variation or sampling error
is found. That is, the estimates based on a sample usually
differ to some extent from the results which would have been
obtained had a complete enumeration, a census, been taken.
The "standard error" is a statistical measure of this varia-
tion. The volume of statistics presented in the report is too
great for calculations to be made for each percentage. How-
ever, the standard error table included in this appendix can
be used to determine the approximate standard errors of
the percentages or rates presented.

For a probability sample such as that used in the House-
hold Survey of the Aged and in the National Health Survey,
sampling reliability for any statistic from the sample(s)
can be stated roughly as follows: A census would produce
figures within one standard error of the sample estimate
about two out of three times and within two standard errors
about 19 out of 20 times. References to statistical signifi-
cance in this report are based on this concept. To be sig-
nificant at the .05 level, a difference would have to be about
double the amount of the standard error in question.

When differences between two samples are being exam-
ined, the standard error of the difference is approximately
the square root of the sum of the squares of each standard
error considered separately. Thus in order to ascertain
whether the difference between an HSA rate and a NHS
rate is significant, the standard error of each rate would be
determined and squared, the two squares summed and the
square root of this figure obtained. A difference greater than
two times this figure would occur by chance only one out of
twenty time's, or could be said to he significant at the .05
level of probability.

In the table presented here standard errors are calculated
in terms of percentages or rates per 100. If standard errors
for rates per 1,000 or per 10 are desired they may be ob-
tained simply by multiplying or dividing both the rate and
the standard error by a constant. (Multiply by 10 to obtain
standard error for rates per 1,000 or divide by 10 to obtain
standard error for rates per 10.)

233



The table in this appendix is carried only to a base of 500,
since the amount of error in a sample larger than this is
negligible. Additional computations can be derived by ap-
plying the formula for the standard error of a percentage or
rate, i.e., standard error. = -13-q when p is percentage,

n
q = 1-p, and N is the size of the base.

Table D.1. Standard Errors of Percentages or Rates of The
Sample Population

Base Standard errors for percentage or rate of

50
(Number of

respondents) 2 or 98 5 or 95 10 or 90 25 or 75

25 2.8 4.4 6.0 8.7 10.0
50 2.0 3.1 4.3 6.1 7.0
75 1.6 2.5 3.4 5.0 5.7

100 1.4 2.2 3.0 4.3 5.0
125 1.3 2.0 2.7 3.9 4.5
150 1.1 1.7 2.3 3.4 3.9
175 1.1 1.7 2.3 3.3 3.8
200 1.0 1.5 2.1 3.1 3.5
225 0.9 1.4 2.0 2.9 3.3
250 0.9 1.4 1.9 2.7 3.2
275 0.8 1.3 1.8 2.6 3.0
300 0.8 1.3 1.7 2.5 2.9
325 0.8 1.2 1.7 2.4 2.8
350 0.7 1.2 1.6 2.3 2.7
375 0.7 1.1 1.6 2.2 2.6
400 0.7 1.1 1.5 2.2 2.5
425 0.7 1.1 1.5 2.1 2.4
450 0.6 1.0 1.4 2.0 2.3
475 0.6 1.0 1.4 2.0 2.3
500 0.6 1.0 1.3 1.9 2.2
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Appendix E

Lists of Figures and Tables

Figure Number Page

2.1 Outline map of Florida showing locations of Pinel-
las County and principal cities 8

2.2 Proportions of Population in Broad Age Classes,
Pinellas County, Florida, and the United States,
1959 9

Table Number
2.1 Numbers of Medical and Paramedical Personnel

and Rates per 100,000 Population, Pinellas Coun-
ty, and Corresponding Available Rates for the
United States, 1960 13

3.1 Comparison of Census Data and Sample for Se-
lected Characteristics, Household Survey of the
Aged, Pinellas County, 1959 24

4.1 Distribution of Respondents by Sampling Unit,
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